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(Chapters in Goose Bay and St. John's) 
Newsletter 14 
June 2000 
This Newsletter contains a summary of the Canadian Association of Midwives 
(previously the Canadian Confederation of Midwives) Annual General Meeting held in 
Winnipeg June 9 to 11. There is a summary of midwifery in Canada, Manitoba's Midwifery Act 
was proclaimed on June 12, and committee information. Listed are conferences in which readers 
might be interested and some references (articles and web sites). 
Thank you for the items which have been submitted for this Newsletter. Items for the next 
Newsletter should be sent to the Editor by August 28. 
Items for the Newsletter are welcomed and those who submit are responsible for 
obtaining permission to publish in our Newsletter. The Editor does not accept this responsibility. 
This Newsletter tries to assist you in keeping your knowledge current about midwifery in 
Newfoundland and Labrador, and in the rest of Canada, including related information. However, 
if your membership fee has not been paid for 2000/2001 then this could be your last Newsletter. 
' 
Pearl Herbert, Editor, c/o School of Nursing, 
Memorial University of Newfoundland, St. John's, NF, AIB 3V6 (Fax: 709-737-7037) 
Annual Membership Fees for 2000/2001 were due on April tst 
Application for Membership form is at the end of the Newsletter 
Newfoundland and Labrador Midwives Association General Meeting 
Tentatively September 15, 2000 - watch notice boards 
World Breastfeeding Week, August 1to7, 2000 
Breastfeeding: It's Your Right 
Executive Committee 
President: Pearl Herbert 
Treasurer: Pamela Browne 
Newsletter Editor: Pearl Herbert 
Secretary: 
Co-Signer: 
Karene Tweedie 
Alison Craggs 
Home page: http://www.ucs.mun.ca/--pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
Canadian Association of Midwives (CAM previously CCM) Annual General Meeting held 
in Winnipei:, June 9 to 11, 2000 from Pearl Herbert's notes. 
The meeting in Winnipeg commenced with an evening public information session. 
Anessa Maize, the president of the Midwives Association of Manitoba, brought greetings to 
those present from the Manitoba midwives. The Deputy Premier, was unable to attend and so 
Bonnie Korzeniowski, a MLA, brought greetings from the provincial government. (Originally it 
was expected that proclamation of the Midwifery Act would occur, but then the government. said 
that it was unwise to proclaim a law on a Friday night, at the start of a weekend, so the 
proclamation was postponed until Monday, June 12). Carol Cameron, president of the Canadian 
Confederation of Midwives, spoke on the "Profession of Midwifery in Canada". This was 
followed by each representative of the Midwives' Associations across the country giving a short 
report of what was happening in their province. 
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On the Saturday, those attending the Annual General Meeting were given a pot luck 
supper by the Manitoba Midwives. Afterwards several of the representatives attended "Singing 
the Bones", a one person performance which lasted nearly 2 hours with a 15 minute intermission. 
This show has been performed internationally and is reported in the Winter 1999 issue of ARM 
Midwifery Matters, No. 83, 4-5. The story is about three people, a midwife, a mother, and an 
obstetrician, interwoven with the holocaust, sexual abuse, and other scenes. In one scene the 
baby died because it decided not to live! This show is now going to be made into a film. 
At the meeting on June 10th matters arising from the Minutes of the March conference 
call were discussed: 
Society of Obstetricians and Gynaecologists of Canada (SOGC).The SOGC develops guidelines 
which are then adopted by hospitals, and midwives are required to observe these guidelines when 
practicing in hospitals. Midwives can become associate members of the SOGC, but to have a 
midwife appointed to Council, where she can have a voice but not a vote, there have to be a 
minimum of 50 members. A person can only be a member of one group, e.g. either a midwife or 
a nurse. At present there are 43 midwives who are members of the SOGC. The annual 
membership fee for an obstetrician is $375, for a midwife, a physician or an allied member is 
$125. The membership for nurses, or PhD members if$60. (It is noted that midwives have to 
pay double the nurses' fee although they earn the same salary, and where midwifery is not 
government-funded midwives earn much less). For more information on how to become an 
Associate-Midwife Member telephone the SOGC 1-800-561-2416 or see their web page at 
http://www.medical.org One can also read the SOGC policy statements on this web page. 
Ultrasound Guidelines. There is very little coherence between clinical practice guidelines and 
research. Apparently the Journal of Health Services and Polic);. BC Technology (2000) has an 
article on this topic. 
Reports from Committees on which the CCM/CAM is Represented. The Neonatal 
Resuscitation Program (NRP) is arranging a launch of their guidelines in November. The 
Breastfeeding Committee for Canada (BCC, see elsewhere in the Newsletter). The Canadian 
Perinatal Surveillance System (CPSS) steering committee (see elsewhere in the Newsletter). 
The College of Family Physicians of Canada maternal and newborn care committee, .and the 
Society of Rural Physicians of Canada committee. The Health Canada committee has 
finished the rewriting of the Family Centred Mother and Newborn Care. National Guidelines, 
but CAM is represented on the Folic Acid Committee and the Mother Net Project. 
Midwifery Insurance. Midwives pay insurance premiums to Marsh Canada (who have offices in 
every province). This company has given money for risk management sessions and sponsored 
newsletters. The amount of money available depends on the number of midwives who are paying 
premiums. Premiums have been the same for each province, $4500, but now there is going to be 
regionalised insurance according to the risk for the region. In Ontario there are more claims 
against those practicing either obstetrics or midwifery than there are in British Columbia. 
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Canadian Association of Midwives (CAM). The By-Laws were read, amended when needed, and 
then officially accepted, and the name changed from the Canadian Confederation of Midwives 
(CCM) to the Canadian Association of Midwives (CAM). Over the past year the By-laws had 
been written by a lawyer with questions raised by the CCM Board and amendments made where 
appropriate. Now the name change has to appear on the Bank accounts and other items. The next 
step is to get CAM incorporated. As half of the provinces have midwifery legislation in effect, 
there was no longer a Confederation of Midwives, but there was a need for a professional 
Canadian Association of Midwives. There is now an Executive Committee consisting of a 
President, Secretary and Treasurer, and a Board consisting of the representatives of Midwives 
Associations, who may serve a three-year term which can be renewed once. The initial terms will 
be staggered, and the representative for the Newfoundland and Labrador Midwives Association 
is due for renewal in 2001. 
The web page is nearly ready to be launched, plans are being made for a Newsletter, and 
Clinical Practice Guidelines/Position Statements will be considered. 
The application for CAM to represent Canadian midwives at the International 
Confederation of Midwives (ICM) will be pursued. At present MABC, AAM, AOM, and ASFQ 
(which no longer appears to exist) all have seats, but ICM wants Canada to decrease these. There 
is a cost involved with being a member of the ICM, a membership fee plus sending two members 
to each of the ICM council meetings which can occur anywhere in the world. 
For all that the new CAM will be doing there will be a need for an increase in funding, so 
in the next year or two the money requested from the Associations will be increased (at present it 
is $10 for each full member of an Association). Eventually CAM will need an office with 
administrative support and supplies. At present the Associations to which the President and 
Secretary belong are able to provide funding toward the extra expenses which they entail (as they 
are not representing their Association on CAM, they are in addition to the representative). A 
suggestion was that for next year's budget (2001-2002) there will be an approved formula to 
differentiate membership fees from members who have funded midwifery and those who are 
unfunded. 
To reduce the costs of conference calls there was a suggestion that all representatives 
have a telephone discount service, such as SPRINT. (But for representatives who make most 
long distance calls outside of North America this is not a good option). There was also the 
suggestion that representatives use their computers for net meetings (by using a headset, a white 
board and key board and microphone, a camera is also an option). ''Net meeting" can be 
downloaded for free from the internet. Some members said that they did not have adequate 
computers to have access to this programming. 
The Midwives Alliance of North America (MANA) wrote a letter stating that as no 
MANA members from Canada have stepped forward to participate on their Board, they "are 
closing the Canadian Seat on our Board. This is causing some difficulty in that we receive 
regular requests from Canadians for information regarding status of midwifery and midwifery 
education in the various provinces. We would like very much to be able to direct them to your 
organization for this information and would like your permission to do so". (One wonders why 
MANA needs permission to advise someone to contact another organization). MANA has a seat 
on the International Confederation of Midwives council and at Congresses always has a booth 
stating that they are North American. When challenged they replied "We would like to assure 
you that MANA acknowledges that we are a United States based organization with a focus on 
United States issues and that we do not represent Canada. We are making public announcement 
of this clarification in our newsletter". There are reasons why CAM is not using this seat on the 
Board of the US focused MANA interest group. CAM is a professional group (of licensed 
midwives when legislation is in effect). Canadian midwifery is unique as, beginning midwives 
are required to have completed a recognized midwifery education programme, and there is work 
towards having a common standard for all midwives with reciprocity across the country. This is 
very different from American midwifery which MANA represents where there are nurse-
midwives, direct-entry midwives and lay midwives, each with their own policies, standards and 
legislation (even in the same State). This issue is not about individual midwives joining an 
American interest group. There was discussion about collecting birth data for the Canadian 
MANA Data Bank, specifically issues regarding ownership, confidentiality, sending data across 
the border. In Ontario all midwives are required to complete a form, developed with input from 
CPSS and an epidemiologist. If all midwives, who do not have to use their provincial 
government forms, used the same form then data could be compared. 
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Controlled drugs come under Federal jurisdiction. For several years midwives have been 
trying to obtain permission to prescribe these drugs once midwifery legislation is in effect, so as 
to improve the care which they are able to provide. At present the Bureau of Drug Surveillance is 
reviewing who should prescribe narcotic drugs, as nurse practitioners are getting legislated in 
various provinces. The prescriber has to be regulated, have been shown to have the competencies 
for prescriptive authority, and to have to renew their licensure at regular intervals. The Health 
Minister in each jurisdiction has to write and confirm that midwives are practitioners and request 
access to either a few drugs or the full list. It has been advised that midwives should have access 
to the full list to allow for changes in recommended drugs used in obstetrics. (The province 
would then decide which drugs the midwife would actually be able to prescribe). 
. CAM is planning a National Conference for Fall 2001, to coincide with the annual 
general meeting. This will be a meeting where individual members (in a province or territory 
where there is no Midwives Association) will be able to attend. A suggestion was made that an 
Emergency Skills Workshop occur at the same time. 
Trivia. Do you remember what happened in Winnipeg in 1974? That was the year when the 
Canadian Nurses Association (CNA) held their biennial meeting in Winnipeg during which a 
Canadian National Committee of Nurse-Midwives was organized, but was soon disbanded as 
midwives became involved with regional midwives associations. Following this meeting the 
CNA did issue a "statement on nurse-midwifery recommending recognition of the nurse-
midwife" (Hurlburt, 1981, p. 31, in Canadian Nurse, 77(2), 30-31. ). This statement was then 
revised in 1976 and 1978. Now the CNA does not have a position statement on midwifery. 
Breastfeeding Committee for Canada (BCC) from various reports. 
There is still much work to be done on developing Bylaws to facilitate funding requests 
and grants, and the search for funding partnerships. A Policy Manual is being adopted and will 
assist the inclusion of Associate (formerly Corresponding) Members in BCC activities. 
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The implementation of the Baby Friendly Hospital Initiative/Baby Friendly Initiative 
(BFHI/BFI) in Canada is the major focus of the BCC. Members of the Executive are holding 
meetings in various locations across the country to explain the process of BFHl/BFI. In the week 
of June 26 they will be meeting in St. John's and Corner Brook. 
The BCC has asked for letters to be written to support the retention of the Milk Bank at 
the Children and Women's Hospital in Vancouver, the only Milk Bank in Canada (see the article 
attached to this Newsletter). Many babies benefit from receiving breastmilk but the Canadian 
Paediatric Society (CPS) has actively lobbied to close the bank, arguing that banking of human 
milk poses a health risk. A 1995 INF ACT Canada information sheet stated that the Nutrition 
Committee of the CPS was chaired by Stanley Zlotkin who was "recognized for his pro-artificial 
feeding stance and research links to the formula industry. The committee includes representatives 
from Heinz and the National Nutrition Institute (founded and funded by the formula and food 
industry to propagate and lobby for industry interests) and has a history of anti-breastfeeding 
positions". Letters of support for the Milk Bank should be sent to: Elisabeth Riley, President and 
CEO, Children and Women's Hospital, 4480 Vancouver, BC, V6H 3V4 (E-mail address: 
eriley@cw.bc.ca)Copies of the letter to: Ron McKerrow, Senior Vice-President Professional 
and Corporate Services (rmckerrow@cw.bc.ca), Dr. Penny Ballem (pballem@cs.bc.ca), Dr. Bob 
Armstrong (barmstrong@cw.bc.ca) 
Canadian Perinatal Surveillance System (CPSS) 
At the main meeting of the CPSS steering committee, held in Ottawa on April 6, 2000, 
each of the study groups presented their reports. 
Fetal and Infant Health Study Group members have been prolific in publishing papers. The group 
has been working on developing a Canadian fetal growth chart which is nearly completed. 
Mothers and babies have a health identity number (ID) from either provincial/territorial, 
aboriginal, or armed forces. Refugee mothers have a special ID number but at birth the babies 
receive a provincial/territorial ID number. The use of these ID numbers would help the linking of 
files for mothers and babies, and births and deaths. The linking of files regarding births and 
deaths has progressed and they are endeavouring to do the same with the Department of Indian 
and North Development (DIAND) files for all registered aboriginal people. Plans are to use 
postal codes to study perinatal mortality and socioeconomic conditions. Statistics Canada uses 
the six· figures in a postal code but hospitals only report the first three figures. (Three figures 
provide little information in Newfoundland and Labrador). There is also a plan to look at infant 
hearing screening. 
Maternal Morbidity and Mortality Study Group. Generally pregnant women are healthy and less 
likely to die than non-pregnant women of the same age. The rates of maternity readmission for 
women who had a vaginal birth are less than those who went home early, around two days, after 
a cesarean section. There are still some hospitals that have not returned the questionnaire 
regarding uterine rupture. 
Abortion and Anomalies Study Group are planning a national workshop at which three 
international speakers will present. Participants will be invited to share about what the 
provinces/territories are doing to attain a national standard of diagnosing and reporting 
anomalies, including fetal alcohol syndrome. The Canadian Institute of Health Information 
(CIHI) now collects abortion information from both hospitals and clinics. 
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Maternity Experiences Study Group. A meeting to discuss a survey of women's experiences 
during pregnancy, birth and postpartum, was first held in November 1998 at the time of the 
Breastfeeding Conference in Vancouver. Then in April 1999 the group met to develop the 
objectives of this study group, which are to enhance Canadian perinatal surveillance by having a 
survey of the knowledge, perspectives, experiences, and practices of women during childbearing. 
The survey would complement the CPSS indicators for which data are not readily available, and 
have not been collected by other national surveys. Questionnaires have been drafted, revised and 
amended at meetings in September 1999, February 2000, and April 2000. The first questionnaire 
was too long but is now more suitable for a one hour interview, to be administered at about 6 
months postpartum. It will initially be tested by holding focus groups composed of the ages and 
groups of women to be surveyed. Funding for the survey of about 11,000 women is being 
explored. 
The Canadian Institute of Health Information (CIHI) has been reviewing the data collected from 
institutions. A request had been made by CPSS for specific items to be added to the form to 
assist surveillance. At the February meeting of the CIHI with provincial/territorial 
representatives, several of the requests were agreed upon. However, the request to show whether 
or not breastfeeding had been initiated was rejected with the rationale that: because of the very 
early discharge (often within 24 hours) it was not considered meaningful to collect this 
information from acute hospitals. It was suggested that this data were much better suited to 
community follow-up. This rationale does not make sense because all babies are fed before 
discharge, either by breast or bottle. The majority of babies are born in hospitals and not in the 
community, and in the hospital the chart has to show how the baby was fed. Also, in Canada 
there is no consistent way of community follow-up of newborn babies. Furthermore, there is a 
move for Canadian hospitals to become Baby Friendly and this could have advanced that aim by 
demonstrating what really happens with feeding babies. The meaning of"acute hospitals" is not 
understood. Similarly, the request for whether or not patients smoked was rejected as they said it 
was not available from the charts. But, smoking habits are supposed to be asked on all admission 
histories, and for pregnant women this is on the prenatal forms. 
During the next Fall and Winter expert coders from CIHI are going to be auditing charts 
in institutions to assess if the procedures are being correctly coded. 
Other Items. The US Center for Disease Control and Prevention has on its web site: 
www.cdc.gov/ epi2000 pages on reproduction, indicators, and resources. 
The first draft of the Indicator Resource Manual was available for comments. 
The first draft of the Perinatal Health Report was available for comments. 
It was suggested that the Perinatal Record be placed on a web page (e.g. that of CDC) so that it is 
available for those who wish to use it. 
The International Classification of Diseases 10 is going to stay as ICD 10 and be revised as 
necessary. Previously it had advanced a number with each revision. 
Statistics Canada paper: 
Wilkin, R., & Haule, C. (1999, Winter). Health status of children. Health Reports, 11(3), 
25-34. 
A list of CPSS publication was available: 
Dzakpasu, S. et al. (In press). The Matthew effect: Infant mortality in Canada and .. 
internationally. Pediatrics. 
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Fair et al. (2000). An assessment of the validity of a computer system for probabilistic 
record linkage ofbirth and infant death records in Canada. 1990-1991. Chronic Diseases in 
Canada, 21(1), 8-13. 
Wen et al. (2000). Infant mortality by gestational age and birth weight in Canadian 
provinces and territories, 1990-1994 births. Chronic Diseases in Canada, 21(1), 14-22. 
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Wen, S. W. et al. (In press). Congenital anomalies ascertained by two record systems run 
in parallel in the Canadian province of Alberta. Canadian Journal of Public Health. 
Wen, S. W. et al. (In press). Patterns of infant mortality caused by congenital anomalies. 
Teratology. 
Liu, S. et al. (2000). Increased neonatal readmission rate associated with decreased length 
of hospital stay at birth in Canada. Canadian Journal of Public Health, 91(1), 46-50. 
Wen, S. W., & Kramer, M. S. (1999). Uses of ecologic studies in the assessment of 
intended treatment effects. Journal of Clinical Epidemiology, 52, 7-12. 
Wen, S. W. et al. (1999). Regional patterns of infant mortality caused by lethal congenital 
anomalies. Canadian Journal of Public Health, 90, 316-319. 
Family-Centred Maternity and Newborn Care: National Guidelines. (2000). 
Guidelines for Maternal and Newborn Services were first published in Canada by the 
Department ofNational Health and Welfare in 1968. These Guidelines were subsequently 
revised in 197 4 and again in 1987. Changes were made in each version in keeping with the rapid 
changes which had occurred ~n maternal and newborn care in Canada. In 1975, when the.first 
revision took place, family-centred maternity and newborn care was not yet widely accepted as 
essential for mothers, babies and families. By 1987, that had changed and the title of the 
Guidelines was changed to Family-Centred Maternity and Newborn Care: National Guidelines. 
The latest edition of these Guidelines was developed through a collaborative process 
involving over 70 professionals (including midwives) and consumers across Canada, and 
facilitated by Health Canada and the Canadian Institute of Child Health. There was a survey of 
users, consultation with national professional and consumer organizations, and the actual writing 
and review by experts in maternal and newborn care, and f~ilies from all regions of the 
country. The Guidelines are designed for policy makers, health care providers (e.g. physicians, 
nurses, midwives), parents, program planners and administrators. 
The Family-Centred Maternity and Newborn Care: National Guidelines are organized 
from· general principles to specific details. The first two Chapters provide the foundation for the 
entire book. The Guidelines include breastfeeding, loss and grief, transporting, facilities and 
equipment. "While the physical environment influences the institution's practices, the 
philosophy of care is primarily supported by the people who provide it. If changes to the physical 
facility are desired, they must be accompanied by efforts to ensure the health care providers' 
behaviour, is consistent with supportive, family-centred care". These Guidelines are based on 
research evidence. If the evidence is unclear, or an area of care remains controversial, it is noted. 
If a clear b~nefit has emerged based on strong research evidence, it is detailed. Where there are 
risks, they are defined. Finally, if the research is nonexistent or limited, it is recommended that 
evidence be developed. 
The Guidelines are available on the Internet at http://www.hc-sc.gc.ca/childhood-youth 
(Chiid, Youth and Family Health Section, Health Promotion and Programs Branch, Health 
Canada. April 18, 2000). 
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Midwifery in Canada June 2000 
British Columbia. Midwifery legislation was implemented January 1998, and at present there are 
60 registered midwives. There are midwives waiting for a supervisor so that they may complete 
their initial registration's conditional requirements. Most midwives work in practice groups on 
the lower mainland and Vancouver Island. On the lower mainland there is a high demand for 
midwifery services and potential clients are often turned away. The Victoria area and Saltspring 
Island report a home birth rate of 38% and a cesarean section rate of 11 %. The Ministry of 
Health is compiling data from "The Home Birth Demonstration Project" and the preliminary 
report is said to be positive. 
Funding for midwifery has to be renegotiated in March 2001. At present the maximum 
paid is for 40 complete courses-of-care per midwife, which equals approximately the top of the 
community health nurses salary scale. The midwives have hospital privileges and the majority 
receive support from their health regions. The Midwives Association of British Columbia 
(MABC) continues to offer members liability, extended health, disability and life insurance 
through Marsh Canada and Health Benefits. A reduced premium rate is offered to conditional 
registrants who bill less than $20,000 per year as well as for registered midwives who take more 
than a 4-month leave of absence per year. The midwives have seen a si~ficant increase in 
premiums for Health Benefits due to an increase in disability premi~s. 
The MABC is developing a web page and a poster for future advertising. The poster 
integrates the faces of famous women who have chosen midwifery care. (They are asking that 
this message be communicated to any well known women, and that they are asked to contact the 
MABC). The MABC has recently commissioned Angus Reid to carry out a survey of BC 
residents and how they considered midwives. There were 10% who had no idea of midwifery, 
and more than 50% did not realize that registered midwives offered care in both the home and the 
hospital, and were funded by the Ministry of Health. 
Both the MABC and the College of Midwives of BC (CMBC) wrote a joint position 
statement on Midwifery Education in BC. The Ministry of Advanced Education Technology and 
Training has invited letters of interest from all BC educational institutions if they are interested 
in offering a direct-entry midwifery degree based on the Ontario programme, to start in the 
winter of 2000. Three proposals have been received. At the Minister's request consideration is 
being given to the forming of a consortium with western provinces, so that students from both 
BC and these other provinces may be admitted to the midwifery degree programme. 
A midwife and researchers from the BC Centre for Excellence in Women's Health have 
recently· published part of their findings from examining the inter-professional impact of 
integration of midwifery in BC. Reports may be ordered on-line at http://www.bccewh.bc.ca 
Alberta. Midwifery licensure came into effect in July 1998 and at present there are 14 registered 
midwives actively practicing in the province. There is still no funding for midwives, even though 
they are regulated health practitioners who may prescribe medications, order diagnostic 
screening tests, and have hospital privileges. Therefore, a number of midwives have moved their 
practices to other provinces where midwifery is funded. Some midwives have chosen Iiot to 
register because of the cost of malpractice insurance relative to the size of practice they are able 
to maintain in the absence of funding. Being able to receive midwifery care requires the parents 
to be able to pay for a primary midwife and a second one to be present at the birth. 
The Midwifery Awareness Campaign has been formed and with major financial support 
from two consumer organizations they aim to provide education to the public about midwifery 
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and encourage support for lobbying the government regarding funding issues. 
The Northern and Southern Alberta Midwifery Implementation Coordinators have both 
had their contracts renewed for a further three years. There are I 7 health regions and final 
approval has been given for hospital privileges in two regions. Four regions have established 
hospital privileges for an "Integration of Midwifery Services Evaluation Project", for which a 
government grant of $400,000 was approved two years ago. This will fund 150 courses of 
midwifery care throughout the province. The Alberta Medical Association and Alberta Health 
have made an agreement that when physicians receive a request for consultation from a midwife 
they will be paid the same referral fees as they receive for requests from other physicians. 
Saskatchewan. The Midwifery Implementation Committee has been meeting for more than 2 Yi 
years and is now finalizing documents. To be examined for licensure midwives have to travel to 
other provinces and live there if they need to have supervised practice assessed. Currently one 
midwife has a license from Manitoba, two are being assessed in BC and one in Ontario. One 
midwife has come out of retirement to practice while the other midwives are away. A 
questionnaire has been sent to all hospitals asking if there is anyone interested in becoming a 
midwife. Many family practice physicians have discontinued attendance at births, and so low-
risk women are sent to large group practices of obstetricians. The consumer groups in the 
province are lobbying for midwifery legislation to be implemented and funded. 
The Minister of Health has offered one demonstration project where three midwives 
would be hired to work in one city and receive funding. The midwives would attend both ~ome 
and hospital births. This project will begin in about a years time. 
Two members of the Midwives Association of Saskatchewan collaborated with a 
Manitoba midwife and consumer groups in both provinces for research on Midwifery Care: 
Women's Experiences, Hopes, and Reflections. The women were randomly selected and funding 
was from the Prairie Women's Health Centre of Excellence. 
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Manitoba. Proclamation of the Midwifery Act was made on June 12, 2000. There are 12 
Regional Health Authorities (RHAs) and three have submitted midwifery implementation 
(integration) proposals to Manitoba Health and two do not yet have the proposal completed. The 
midwives are submitting their curriculum vitae and applying for hospital privileges. In 
Thompson there is only one midwife and so others need to be recruited to work with her. The 
Midwifery Upgrading Program for initial registrants, using written modules, examinations, and 
continuity of care from pregnancy through to 6 weeks postpartum, including the delivery, for at 
least three(?) mothers and babies, will run its last round in the Fall 2000. Then a new process will 
be put in place for assessing midwives from out of province midwifery programmes. 
Midwives will be salaried as employees of the Regional Health Authorities and be 
integrated within existing infrastructures, e.g. community health clinics and hospitals. A formula 
was developed to decide the salary, based on salaries in other provinces, and that midwives do 
not have the same responsibility as family practice doctors but they do have more than nurse 
practitioners .. The government has provided office space from where practices will be tun as a 
business. At present the cost of liability insurance offered by Marsh Canada is being compared 
with the premiums for insurance coverage by the RHAs. If there is RHA coverage the midwives 
will sti~l need to carry personal liability insurance. 
The University of Manitoba has submitted a proposal for a baccalaureate midwifery 
degree programme for direct-entry midwives. 
Ontario. Midwifery legislation was implemented in January 1994 and now there are about 190 
midwives. During these past six years the Association of Ontario Midwives (AOM) has grown 
from a room and telephone, to offices and has now appointed their first Executive Director as 
from June 19,2000. The AOM is in the process of finishing a Business Manual for practice 
groups to help them in the organization of operating a business. The AOM has developed a 
Vision Statement and is studying attrition of midwives and demands for service. 
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The AOM annual meeting, conference and Emergency Skills Workshop (ESW) was held 
as usual at the beginning of June. This year the ESW was divided into 2 days for those who were 
taking it for the first time, and 1 day for those who had taken it previously. As from January 
2001, the College of Midwives of Ontario is requiring that licensed midwives retake the ESW, or 
a course or assessment that meets or exceeds this program, every two years. The AOM is 
currently developing a course for trainers/examiners. 
Midwives have to be annually certified in neonatal resuscitation by a program that meets 
or exceeds the National Guidelines for Neonatal Resuscitation from the Interdisciplinary 
Committee of the Canadian Institute of Child Health, as they apply within the midwife's scope of 
practice. 
The College of Midwives of Ontario has revised the "Indications for Mandatory 
Discussion, Consultation and Transfer of Care" and these came into effect on June 15, 2000 . 
. . 
The Ministry of Health and Long-Term Care has hired the first registered midwife as 
Midwifery Coordinator for the Ontario Midwifery Program in the Community Health Branch of 
the Ministry. Her duties are to oversee issues regarding midwifery and to direct the development 
of the Ontario Midwifery Program for the Ministry. 
Midwives were originally paid a salary starting at $55,000 but now this money is paid 
according to completed courses-of-care, but the starting total pay received remains similar to the 
top of the nurses' scale. Recently the method for paying midwives changed and the midwifery 
practice groups are settling into relationships with local Transfer Payment Agencies. 
The four-year collaborative midwifery degree programme, offered by a consortium of 
three universities, continues to receive many applicants, more than 500 for 36 places. The 
consortium requires that applications be restricted to Ontario residents. They are finding that 
there is a 9% attrition rate during the programme. 
For information see http://www.aom.on.ca 
Quebec. Bill 24 for the legislation of midwifery came into effect in September 1999, with 
midwives being funded, autonomous professionals. At present there are about 50 registered 
midwives but so far they can only practice in the birth centres, funded by the local community 
health centres (CLSC). As this funding does not cover institutions, midwives do not currently 
have hospital privileges, and standards have not been developed for home births. The 
Regroupement Les Sage Femmes du Quebec (RSFQ) - the midwives' association - is negotiating 
with government about conditions of employment, including payment and benefit packages. The 
negotiations are based on the principles that midwives are autonomous, self employed and paid a 
'fee for service' - probably for 'blocks of care' rather than for complete courses of care (so that 
they get paid for care given to a woman who may miscarry or be transferred to an obstetrician). 
Since the pilot projects started midwives have been paid a flat rate salary of $49,000 for a full-
time case load of 40 courses of care (equal to 35 hours a week, with no overtime pay, no on call 
premiums etc.). Now that the pilot projects have ceased the midwives are still paid the same 
salary. The money is routed through the CLSCs as part of their global "perinatal" budget. 
• 
-
-
• 
• 
• 
The midwifery degree programme (based on the one offered in Ontario) commenced in 
September 1999 at the University of Quebec at Trois Rivieres (UQTR). For the first intake of 
students there were more than 100 applicants for 16 places. There are two midwives on the 
faculty, and at present they are locating midwives in the province to be preceptors for the 
students. · 
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The January/February 2000 issue of the Canadian Journal of Public Health, 91(1) 
contained an editorial and a 20 page insert regarding the Quebec Pilot Project and how the design 
did not allow the final results to be adequately analysed. A big problem resulted from keeping 
the midwives isolated in birth centres so that professionals in other practice locations did not 
learn about midwifery. We heard previously that when midwives made referrals there were 
sometimes delays in the mothers being seen, with dire consequences for some babies. Midwives 
often relied on helpful family physicians to make the referral for them so that the mothers would 
be seen quickly, or if such a physician was not available then the midwives would try and cope 
themselves, which again did not always have a good result. The mothers and babies sometimes 
got caught in the middle of one profession trying to ignore another profession. 
Prince Edward Island. An independent study was commissioned by the Provincial Human 
Resources Committee related to short term strategies to address th~ nursing shortage. This 
committee has recommended a study o.f long term strategies related 'to human resources for the 
health system. They are interested and willing to receive submissions regarding midwifery 
. 
services. 
Nova Scotia. The Conservative Government elected in the Fall 1999 has cost cutting as their 
main priority. This has had a devastating and demoralizing effect on everyone, especially those 
working in healthcare and healthcare reform. When the Association of Nova Scotia Midwives 
(ANSM) met with the new Minister of Health he knew very little about midwifery and had 
barely looked at the recent interdisciplinary report produced by his own department. 
Due to the economical situation, including the increase in gasoline costs, it is becoming 
harder for the three practising midwives to continue. As a result of public education, consumers 
now expect the same services as would be available under funded legislation. However, they are 
expecting a midwife to return from Britain to set up her practice in the province, and another 
midwife to come from Quebec . 
. Denise Marion's thesis was a retrospective review of midwifery clients, titled Women 
who Ch.ose Midwifery Care in Nova Scotia, in partial fulfillment for a Master's degree (1999) in 
Community Health and Epidemiology at Dalhousie University. 
Yukon. The Midwifery Planning Group, consisting of consumers, midwives, nurses, physicians 
and government officials, has developed a paper Planning for Midwifery in the Yukon. A 
proposed Model of Services. This paper supports a funded midwifery programme available not 
only in Whitehorse but also in the other larger communities. There are 15 communities of which 
two have cottage hospitals and Whitehorse has a hospital. 
Nunavut. Midwives who have graduated from the Ontario Midwifery Education Program are 
being hired to practice in Nunavut. 
Newfoundland and Labrador. Vote for a logo was: 4 for A (three people) and 3 for B (caring 
hands), Name: MANL (four), ANLM (two), NLAM (two). To be ratified at next meeting. 
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Midwifery Implementation Committee 
There have been a few changes in the Midwifery Implementation Committee (MIC). 
Karen McGrath from Community and Social Services St. John's Region, has replaced Brenda 
FitzGerald as chairperson. Morgan Pond now replaces Eva Lain as the provincial government 
coordinator. Catherine De Cent (lay midwife) has left the province but no new members may be 
added to the MIC. 
A face-to-face meeting was held on May 15 to 16, to provide an update on legislation 
(and the development of a canopy act for currently unregulated professions), to discuss time-lines 
for committees (to finish by March 2001), and the earliest that midwifery legislation could be 
considered by the House (no definite time was given). On the second morning there was a 
discussion on the place of birth, both hospital and planned out of hospital births. Research 
findings show that when women who may develop problems are removed from the equation, the 
physical outcomes are similar for both planned hospital births and planned home births, although 
psychologically the outcome may be better when births occur at home as planned. Careful 
screening of women, well prepared professionals and back-up services are required (see "Is 
Home Birth Safe?" in the last Newsletter, March 2000). 
The Scope of Practice subcommittee, chairperson Pearl Herb.ert, has been meeting since 
April 2000. Members have been busy working on midwifery competencies for knowledge and 
practice. These are divided into general and specific competencies, with the latter being further 
divided into antepartum, intrapartum, postpartum, newborn, etc.) The next task is to develop 
policies and standards. Much help has been received from the five western provinces where there 
is midwifery legislation (BC, AB, SK, MB, ON) with the sharing of their documents. 
The Education and Licensing subcommittee is meeting at the end of the month. The 
Communications subcommittee has not yet met. 
An e-mail message received June 23, 2000, forwarded from the Director, Legislative and 
Regulatory Affairs, Department of Health and Community Services, states: 
Cabinet has directed that: 
1. The Office of Legislative Counsel, in consultation with the Department of Health and 
Community Services, draft a Health Professions Canopy Act and Midwifery Regulations. 
2. The draft Health Professions Canopy Act and Midwifery Regulations are to be submitted to 
Cabinet.together, prior to introduction of the Act into the House of Assembly. 
Canadian Nursing 
Registrars and key stake holders met in January 1999 to address three outstanding issues: 
1. Initial competence. The entry level competences were considered to be substantially 
equivalent across the provincial/territorial jurisdictions. 
2. Continuing competence. Each provincial/territorial jurisdiction will recognize each 
other's continuing competence. . . 
3. R~gistration examination. Due to problems assessing the Quebec Examination with the 
Canadian Registered Nurse Examination (CRNE) graduates moving between Quebec and 
other Canadian jurisdictions will have to write examinations. (Info Nurse NANB, 31(2), 
10.) 
• 
• 
-
• 
• 
• 
• 
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Canada Ahead of the UK? 
A recent issue of the UKCC Register (2000, Spring) reports on the progress made by the 
UKCC in following the recommendations in the Commission for Education's (1999) Fitness for 
Practice report. One of the most important of these recommendations "is the development of a 
set of competencies for entry to the register and also of outcomes for entry to the pre-registration 
branch programmes. The nursing competencies were approved by the Council at its meeting in 
March 2000. Work continues on developing the midwifery competencies" (pp. 6). 
A Comparison of Visions 
Kaufinann, T. (2000). Vision 2000: The Royal College of Midwives Looks to the Future. RCM 
Midwives Journal, 3(6), 190-191. 
Twelve key principles should guide the future development of maternity care, which are: 
1. User involvement. Maternity services should have explicit policies to empower women as 
full partners in their care, and to involve users in the planning, development, monitoring 
and auditing of service provision. 
2. Public health. Maternity services should demonstrate an active and resourced 
commitment to reducing maternal and neonatal morbidities, effective health education, 
targeted support for women with special health and social needs, and reducing 
inequalities. 
3. Community focus. Maternity services should be largely provided in community settings 
that are acceptable and accessible to their users, with speedy and seamless access to acute 
. 
services as necessary. 
4. Integration across acute and community sectors .... to ensure a seamless pathway of care 
throughout pregnancy, birth, and the postnatal period. 
5. Normality. Maternity services should demonstrate, in their policies and practice, an 
underpinning philosophy of pregnancy and birth as normal physiological processes, with 
a commitment to positive reduction in unnecessary medicalisation of normal pregnancy 
and birth. 
6. Midwifery-led care. Midwives should lead and manage care for most women and infants, 
liaising with and referring to other professionals as appropriate. Where women require 
obstetrical care, the midwife should work in partnership with medical colleagues to 
. ~nsure all women benefit from continuity of midwifery care. 
7. Maximised and targeted continuity of carer .... 
8. One-to-one midwifery care in labour .... 
9. Family-centred care ... supporting women and their partners through a confident and 
effective transition to parenthood, especially in the postnatal period. The work should be 
evidence-based and audited, in order to secure appropriate education and resourcing. 
10. Clinical excellence. Maternity services should ensure that policies and guidelines are 
under-pinned by an evidence base ... 
11. Midwifery leadership. Strong, effective, midwifery leadership is the key to high quality 
. 
service provision .... 
12. Partnership. Midwives, obstetricians, paediatricians, GPs and health visitors [community 
health nurses] should strengthen multidisciplinary working and communication, in order 
to maximise the quality and continuity of care for women and babies .... 
• 
,. 
-
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Eight ways are given in which the midwife will occupy a unique role as the lead carer for 
women in transition to parenthood. These include working with others in the primary healthcare 
team, providing care to worn.en experiencing problem pregnancies, reducing health inequalities 
through health promotion, supporting women and their partners in the transition of parenthood, 
encouraging user and community involvement in service planning, provision and evaluation, 
providing leadership in strategic and service development, contributing to and using evidence-
based knowledge. 
In order to develop the vision outlined in this report, there are eight ways in which the 
RCM will take future action. There are also I 0 recommendations for stakeholders to play their 
part in making Vision 2000 a reality. The stakeholders include the UK Health Departments, 
Health Commissioning bodies, midwifery educationalists, and all health professions and other 
agencies associated with maternal and infant health. 
Association of Ontario Midwives. (1997, June). Midwives in the Ontario Health Care System. A 
Vision Statement. 
"In the Association of Ontario Midwives' vision of the future, midwives fill an important 
and expanding role in Ontario's health care system. Midwives and family physicians as primary 
care providers are the appropriate caregivers for women anticipating normal, low risk pregnancy 
and birth. Midwives and family physicians are expert at screening women and newborns at risk 
of complications and are responsible for referring them to appropriate specialists. 
Midwifery care is an integral part of the primary health care system. Midwives work 
within their own scope of practice and collaborate with other health care providers when 
appropriate. In this way, women and newborns have timely access to a full range of other health 
• 
care services. 
Midwifery care is an accessible, cost effective and fully funded service. Midwives 
provide individualized, high quality care that incorporates evidence-based practice and 
minimizes use of interventions for healthy childbearing women. Continuous care is provided to 
women in their communities throughout pregnancy, labour, birth and the postpartum period. 
Women attended by midwives give birth in the setting of their choice including home, hospital 
and birth centre. Women being cared for by midwives are active participants in their own health 
care an~ use health care resources appropriately. 
The Ontario Midwifery Program continues to grow to meet maternal and newborn needs 
of Ontario families. Following either graduation from the Ontario University Midwifery 
Education Programme or successful completion of a thorough and equitable process of 
assessment of prior learning and experience, qualified candidates are registered with the College 
of Midwives of Ontario. Registered midwives are well qualified and highly skilled practitioners 
whose education includes a strong emphasis on clinical practice. The College of Midwives 
functions as the regulatory body for midwives and ensures the quality of midwifery services. 
The Association of Ontario Midwives is an effective professional association and 
provides opportunities for the professional development of its members. It works on behalf of its 
members with consumers, government and other health care professionals to promote an 
exemplary model of maternal and newborn care for Ontario." 
• 
... 
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MIDWIFERY ACT PROCLAIMED TODAY 
The province's Midwifery Act was proclaimed today, Health Minister Dave Chomiak has 
announced. "Midwives and their supporters have waited many years for this special day," 
Chomiak said. "With this proclamation, our government has broadened the care options 
available to women and their families. Midwives, as an integral part of the health system, will 
off er specialized education and support to those who want an enhanced level of care before, 
during and after the birth of their child." 
The provincial government approved almost $2 million this year to support the implementation 
of 26 fully funded midwifery positions in Manitoba. Sixteen positions are allocated to the 
Winnipeg Regional Health Authority (WRHA) and 10 to rural and northern health authorities. 
Under the Midwifery Act, prospective midwives must be registered .by their regulatory body, the 
College of Midwives of Manitoba, and must practise in accordance with the Standard for the 
Midwifery Model of Practice in Manitoba. 
Chomiak said that before midwives meet the college's requirements for registration, they have to 
write an exam and pass a clinical assessment set by the North American Registry of Midwives, 
and complete an upgrading program that has been developed to meet Manitoba standards. 
Requirements ensure that midwives have attended a minimum of 40 births, including 20 as a 
primary midwife, conducted 75 prenatal and 75 postnatal examinations, and met the competency 
requirements for neonatal and cardiopulmonary resuscitation and emergency skills. 
Midwives are autonomous primary health care providers who establish and maintain independent 
practices. They spend approximately 45 hours with each expectant mother, offering counselling, 
education and emotional support related to their physical, psychological and social needs. Their 
services may include pre-conceptual information, prenatal care, support during labour and the 
birthing process, post-partum care for the mother, and newborn care for up to six weeks. 
Midwives can practice in a variety of settings, including hospitals, birth centres and family 
homes. 
"Increasingly, Manitobans are saying they want to take a more active role in the health care they 
receive. Many want the individualized attention, continuity of care and professional support that 
makes childbirth a natural, normal part of their lives," Chomiak said. "I am pleased to say that, 
with regulated midwifery, we are facilitating a safe, community-based option for women and 
families who honour the tradition of midwives caring for women giving birth." 
The provincial government established the Midwifery Implementation Council, made up of 
consumers, community representatives, health professionals and midwives, in 1994. The 
Manitoba legislature unanimously passed the Midwifery Act in 1997. 
Throughout the world, midwifery is recognized as an autonomous health care profession. 
Canada is one of the last industrialized countries to regulate midwifery services. Midwifery is 
now regulated in several provinces, including Manitoba, British Columbia, Alberta, Ontario and 
Quebec. 
The International Day of the Midwife - 5 May 2000 
At a meeting in May 1999, the Council of the International Confederation of Midwives 
agreed the over-arching theme for the next triennium to be 'equity'; the first year's focus is: 
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Midwives support girls' and women's right to equal status in the community and to choice and 
control in healthcare during their childbearing years. The midwives' International Code of Ethics 
'acknowledges women as persons, seeks justice for all people and equity in access to health care, 
and is based on mutual relationships of respect, trust and the dignity of all members of society'. 
(ICM International Code of Ethics for Midwives 1999) 
Midwives care for babies in the nine months befor~ they are born without knowing 
(except in rare cases) whether they are boys or girls. During this time, the health and welfare of 
the unborn child are the focus of care from the midwife, and this is given equally to all. Much 
evidence suggests that fetal well-being strongly influences health status in later life, so equity of 
care is important. 
Midwives have an obligation to provide equitable care to babies before and after birth, whether 
they are boys or girls, and to encourage parents to do the same. In the cycle of a midwife's work, 
this is particularly significant because: 
· A healthy girl grows up to be a healthy woman 
· A girl who receives education, including knowledge about her own body, will become an 
informed and responsible woman 
• A girl who is accorded equitable status in her community will develop into a woman with 
confidence 
• A girl who is offered opportunities learns as she goes through life how to make good 
choices 
A healthy, informed, confident woman who knows how to make choices has the best 
chance of experiencing SAFE MOTHERHOOD throughout her lifetime. The International 
Confederation of Midwives includes in its Statement of Purpose the aim to 'work toward 
achieving the vision that empowers both women and midwives to be fully respected as persons'. 
Further, the Confederation recognises, supports and allies itself with the work of its partner 
organisations towards the goal of equity for all children, such as: 
· ni~ UN's 'Convention on the Rights of the Child' which specifically extends all the rights 
within it to 'to each child in their territories without distinctions of any kind, irrespective of the 
child's race, colour, sex' 
· The Safe Motherhood Action Agenda, where the first of its 10 messages is 'Advance Safe 
Motherhood through Human Rights' and the fourth of these rights is 'the human right to sexual 
non-discrimination'. (Inter-Agency group for Safe Motherhood, including WHO, UNFPA, 
UNICEF, IPPF, the World Bank, the Population Council and Family Care International.) 
Celebrate the International Day of the Midwife - support midwives in their commitments: 
• to fulfil women's equal right to health care in their childbearing years and 
· to proVide equal and highest quality care to all children, before and after their birth. 
• 
• 
...... 
,. 
• 
• 
• 
... 
Pro2esta2en Implants, IPPF Medical Bulltin. 34(1), February 2000 
Pro&esta&en Implants 
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Counselling, a key element of quality care in family planning, is of paramount 
importance for progestagen implants because starting and stopping are not under the user's 
control, requiring minor surgical procedures; also, early removal is undesirable because of the 
high initial cost. Pre- insertion counselling should address all advantages and disadvantages of 
the method, including the adverse events to be expected, with particular emphasis on bleeding 
disturbances. Before reaching a decision, the client should consider the relative merits of 
implants and other contraceptive choices available, in relation to lifestyle and health issues. Post-
insertion counselling may also be necessary .... 
The world-wide decline in family size will increase the demand for long-term 
contraceptive methods in the next millenium, since a couple aiming to have only two children 
will need long periods of fertility regulation .... Other challenges include the application of 
implant technology to long-term male contraception, hormone replacement therapy, and 
treatment of gynaecological ailments including cancer (H. B. Croxatto, pp. 1-3 ). 
The Non-Latex Condom 
Male condoms made from synthetic materials offer an alternative to latex condoms. 
Potential advantages are that they maintain structural integrity longer under a broad range of 
storage conditions. They can be used with various types of lubricants and may be an option for 
individuals who have allergies or sensitivities to latex .... Studies showed no clear advantages in 
ter1ns of efficacy, and breakage and slippage rates were similar to or higher than those of the 
latex condom. The polyurethane condom is claimed to offer greater sensitivity, but overall 
acceptability and client satisfaction require further studies (p. 3). 
Male Circumcision 
The International Medical Advisory Panel (IMAP) had, at its previous meeting, made 
comments and recommendations on male circumcision in response to a referral by the South 
Asia Region. At that time the Panel were aware of, and had considered, the possibility of a 
relationship between HIV transmission rates and male circumcision when making their response. 
Since then, an article published in the Viewpoint section of the 1999 Lancet, 354, 1813-1815, 
discus&i~g this relationship had been published and was presented for comments to the Panel by 
a Family Planning Association (FP A) from the South Asia Region. The article highlighted the 
results of studies from 8 countries that found a significant association between the lack of male 
circumcision and HIV infection. The authors argued that the dramatic discrepancies in regional 
HIV infection rates can be explained partly by differences in the prevalence of circumcision. 
IMAP reviewed the article and noted that some conflicting data on the issue had not been 
included. They agreed to liaise with UNAIDS and WHO in reviewing all the existing research on 
the links between transmission of HIV and male circumcision and to report back to the FP As. At 
present IMAP maintains its view that routine circumcision is not medically justified (p. 3). 
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From the Thyroid Foundation of Canada Thyrobulletin, 20(3), Autumn 1999 
The August 19 ,999, issue of the New England Journal of Medicine, 341 (8), presented the 
findings of a recent study which report that maternal thyroid deficiency causes developmental 
problems for the child. The study, by Dr. James E. Haddow, MD, and colleagues has significant 
implications for all pregnant women who had undetected, untreated hypothyroidism. 
Dr. Haddow's research team retrospectively tested serum samples for evidence of 
hypothyroidism in a group of25,216 pregnant women who delivered babies between 1987 and 
1990. From these samples, they identified 62 women who had been hypothyroid during 
pregnancy. Their children, who were ages 7 to 9 at the time of the study, were examined for 
possible neurological or psychological effects of hypothyroidism in utero. A battery of tests for 
attention, language, reading, and visual-motor performance were administered and the results 
were compared to those of a carefully matched control group of children whose mothers were not 
hypothyroid during pregnancy. 
The children of the mothers who had been hypothyroid during pregnancy performed less 
well on all tests. Their mean IQ was reduced by 4 points compared to the control group. Larger 
IQ differences were seen in children born to a subset of mothers who never received any thyroid 
hormone treatment (mean IQ decreased by 7 points) .... This report.confirms the findings of 
several earlier, smaller studies and it suggests that undiagnosed, untreated thyroid hormone 
deficiency during pregnancy adversely affects brain development. 
The Endocrine Society believes this study has important implications for the management 
of thyroid disease before and during pregnancy. On behalf of its members, The Society will issue 
a press release and policy statement, which includes the following recommendations: 
• A cost-effective strategy for screening pregnant women for hypothyroidism before or 
early during pregnancy .... 
• Women with a personal or family history of thyroid disease, or symptoms suggestive of 
hypothyroidism, should be screened using TSH levels when they are planning pregnancy, 
or as soon as possible after conception. 
• Women who are found to be hypothyroid during pregnancy should begin thyroid 
hormone replacement immediately to provide adequate thyroid hormone levels to the 
developing fetus. 
• Thyroid hormone requirements increase by about 25%-50% during pregnancy . 
. ~onsequently, women with known hypothyroidism should have their thyroid hormone 
levels monitored during pregnancy, and appropriate adjustments of thyroid hormone 
replacement should be made (J. L. Jameson, MD, p. I). 
Web site address: http://www.endosociety.org/maternalthyroiddeficiency/ 
Transient thyroiditis can occur in early pregnancy, but it is quite rare. It can be diagnosed 
by the presence of appropriate symptoms, signs and blood tests for thyroid function and thyroid 
autoantibodies. However, usually thyroiditis presents in the postpartum period from 3_-~ months 
after delivery, and then the condition itself may last several months .... Taking of 
propylthiouracil during pregnancy, the dosage must be lowered in the third trimester since higher 
doses could cause fetal goitre and fetal hypothyroidism. However, low doses are usually quite 
safe. 
Postpartum hypothyroidism can be treated temporarily as this condition generally only 
• 
-
• 
• 
• 
.. 
• 
.... 
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lasts for less than a year. The doctor could take a patient off the medication to determine whether 
the thyroid has returned to normal. However, there are reasons for continuing thyroxine for ever, 
because there is a very high recurrence rate after future pregnancies and this can be prevented by 
long term thyroxine therapy. 
It is quite common to go from postpartum hypothyroidism to permanent Hashimoto's 
thyroiditis. After ten years, about half the patients who had postpartum thyroiditis will have 
Hashimoto's thyroiditis (R. Volpe, MD, page 9). 
Conferences As this information comes from a variety of sources the editor takes no 
responsibility for any errors. 
July 25-28, 2000. "Health for All: The New Agenda - Nursing and Midwifery's Contribution" 
Third International Conference of the Global Network of WHO Collaborating Centres for 
Nursing and Midwifery, Manchester, England. 
Cost: Before May 5 £395/May 6 to July 14 £495 
Contact: Concorde Services/N&M, 42 Canham Road, London W3 7SR, England (Fax: 011-44-
20-8743-1010; E-mail: nursing 2000@concorde-ik.com Web site: 
http://www.nursing.man.ac/who) 
August 7-10. 2000. "US Women's Healthcare Congress", San Diego. Sessions include: 
Women's health, Mental health, Breast disease, Sexual health 
Cost: $399.00 before May 31/$499 by June 30/ $999 US after June 30 Optional workshops on 
skin care or contraception update $69 
Contact: CMEA Inc., Women's Congress, P.O. Box 57072, Irvine, CA 92619-7072 (Fax: 949-
250-0445; web page: www.womenscongress.com) 
September 3-8, 2000. "XVI FIGO World Congress of Gynaecology and Obstetrics", 
Washington. 
Contact: Congress Secretariat, EIMP, 759 Square Victoria, Suite 300, Montreal, Quebec, H2Y 
2J7 (Fax: 514-286-6066; E-mail: info@eventsintl.com) 
September 14-16, 2000. "Reproductive Health 2000", 37th Annual Meeting of the Association of 
Reprod~ctive Health Professionals, Chicago. Preconference sessions on either Women's Health 
during Perimenopause and Beyond, or Male Reproductive Health. Conference sessions include 
Sexually Transmitted Infections, Contraception and Abortions, Infertility. 
Cost: Conference before July 14 $320 US/after July 14 $420 US; Preconference $75 US/$100 
us 
Contact: ARHP, 2401 Pennsylvania Avenue, #350, Washington, DC 20037-1717 (Telephone: 1-
877-444-ARHP; Fax: 202-466-3826; Internet: http://www.arhp.org/conferences ) 
.. 
September 28, 2000. "When Pregnancy Becomes Complicated", Toronto. Annual conference 
sponsored by the University of Toronto's Maternal, Infant and Reproductive Health Research 
Unit, and the Mount Sinai Hospital's Perinatal Nursing Research Unit. Topics include IUGR, 
PIH, Domestic Violence, Gestational Diabetes, Nausea and Vomiting, Cholestasis of Pregnancy. 
Cost: Before September 8 $175/ after September 8 $195, students $90 · 
Contact: Denise Avery, c/o MIRU, 790 Bay Street, 7th Floor, Toronto, ON, MSG INS (Fax: 416-
351-3771; E-Mail: miru@swchsc.on.ca) 
September 28-0ctober 2, 2000. "Celebration of Excellence: The Total Neonatal Nursing 
Experience", 16th National Meeting of the National Association of Neonatal Nurses, San 
Antonio, Texas. 
Cost: NANN member $350 US/non-member $425 US/join and register $415 US 
Contact: NANN, P.O. Box 1222, Des Plaines, IL 60017-1222 (Fax: 847-297-6768; online: 
http://www.nann.org ) 
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September 29, 2000. "The Amazing Newborn at the Breast: Supporting What Comes Naturally", 
Summerside, PEI. Presented by the PEI Breastfeeding Coalition, PEI Reproductive Care 
Program, A WHONN. Speaker: Jackie Glover BN, IBCLC 
Cost: $65 Before September 1/$90 before September 18/$~5 student before September 18. 
Cheques made payable to PEI Breastfeeding Coalition. 
Contact: Rita Arsenault, West Prince Health, P.O. Box 160, O'Leary, PE, COB IVO (Telephone: 
902-859-8723; E-mail: rmarsenault@ihis.org 
October 11-14, 2000. "Suicide Prevention in Canada: Exploring our Diverse Landscape", 11th 
Annual Conference of the Canadian Association for Suicide Prevention, Vancouver. 
Contact: Suicide Prevention Information and Resource Centre (Telephone: 604-882-0740) 
October 22-25, 2000. "Health for All in the Year 2000", 91 st Annual Canadian Public Health 
Association Conference, Ottawa. Speakers include Monique Begin who teaches at the University 
of Ottawa and during her political career introduced the Canada Health Act in 1984, John 
Hastings, John McKnight researcher, and traditional native American storyteller and healer Terry 
Tafoya. 
Contact: Conference Dept., Canadian Public Health Association, 400-1565 Carling A venue, 
Ottawa, ON, KIZ 8Rl (Fax: 613-725-9826; E-mail: conferences@cpha.ca Web-site 
http://www.cpha.ca 
October 28-29, 2000. Doula training with DONA, St. John's 
Contact: Katherine Jennex (telephone: 709-576-7413) - doula in St. John's 
November 3-4, 2000. "The Birth of a New Millennium: Women, Newborn and Families Health" 
A WHONN Canada conference, Montreal. Speakers include Jan Semler (A WHONN President for 
2000) and Gyslaine Desrosiers (President, Order des Infirmiers et Infirmieres du Quebec). 
Contact: Diane Habbouche, Dept. Of Nursing Research, Room F2.27, McGill University Health 
Centre-Royal Victoria Hospital Site, 687 Pine Avenue West, Montreal, Quebec, H3A lAl 
(Telephone: 514-842-1231x4712) 
November 24-25, 2000. "The Future of Maternity Care in Canada. Crisis or Opportunity? A 
National Conference", London, ON. A forum for leaders in childbirth care to grappl~ ~ith the 
critical issues that face the provision of Canadian childbirth care in the twenty-first century due 
to shortages of obstetricians, family doctors, midwives and nurses. Sessions to develop national 
strategies to avert a crisis in maternity care. Participating organizations are St Joseph's Health 
Care London, University of Western Ontario, SOGC, CFPC, SRPC, 
Cost: Before October 1, $150 midwives, $100 nurses and residents, $400 physicians/ after 
October 1, $175 midwives, $125 nurses and residents, $500 physicians. 
• 
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Contact: Dr. J. L. Reynolds, St. Joseph's Health Centre, P.O. Box 5777, London, ON, N6A 4L6 
(Fax: 519-646-6270; E-mail: reynolds@julian.uwo.ca ), or Dr. Ken Milne (telephone 1-800-561-
2416, ext. 242) 
2001 
June 8-9, 2001. "Fifth International Conference on the Regulation ofNursing and Midwifery". 
Copenhagen. 
Contact: Ms. Randi Gjerding, Nurse Consultant, National Board of Health, Amaliegade 13, 
Postboks 2020, DK 01012, Copenhagen K, Denmark. (Fax: 011-45-3393-1636) 
June 10-15, 2001. "International Council ofNurses Quadrennial Congress, Copenhagen, 
Denmark. 
Contact: Ms. Randi Gjerding, Nurse Consultant, National Board of Health, Amaliegade 13, 
Postboks 2020, DK 01012, Copenhagen K, Denmark. (Fax: 011-45-3393-1636) 
Have You Read? 
ARM Midwifery Matters 
Jowitt, M. (2000, Summer). Pain in Labour - Is it insufferable? Mothers' Experiences and 
Attitudes. ARM Midwifery Matters, No. 85, 12-16. This report is based on clinical notes and 
interviews with 63 women. · 
O'Connor, M. (1999, Winter). Through Irish eyes. Midwifery Today conference report. 
ARM Midwifery Matters, No. 83, 36-37. "In Ireland, this kind of statistical analysis [examining 
differences in perinatal outcomes between doctor-attended births and midwife-attended births] 
would not be possible, for a variety of reasons. Obstetric outcomes remain a closely-guarded 
secret, known only to the Department of Health, and medical insurers. There is no 
institutionalised midwife-led care. Only independent midwives offer midwife-led care. Should an 
independent midwife transfer a client during labour, she may be asked to retire to the hospital 
waiting-room. Independent midwives have no practising rights in hospitals. There are 15 
independent midwives in the country; less than 200 women give birth at home every year. 
Hospita~ maternity care is pyramid-shaped, with a small number of predominantly male 
obstetricians (approximately 60) at the top, and 50,000 women (at a minimum) at the bottom. 
Midwives, working within medical protocols set down by obstetricians, make up the steeply 
sloping walls of the pyramid". 
NB: There is an error in this article as it states that "Midwives in Canada are also paid the same 
fee for maternity care as obstetricians and family doctors, a speaker from Ontario pointed out". 
Admittedly, Canadian physicians may not receive such a high salary as physicians in other 
countries, but they do receive more than between $49,000 per year (as in Quebec) an~ _$55,000 
to $75,000 (the Ontario salary scale) that Canadian midwives receive for providing continuity of 
care to 40 mothers, from early pregnancy, including prenatal education, through to the end of the 
postpartum period, including being with the mother the whole time she is in labour and 
providing frequent home visits during the early postpartum days for both the mother and the 
baby. In addition, they are the assistant midwife, at 40 other births. There is no overtime pay 
and if midwives do not meet these case load requirements their salary is prorated. 
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Some of the web sites listed include: 
ARM http://www.midwifery.org.uk 
A US midwifery advocacy site http://www.gentlebirth.org/archives 
National Childbirth Trust discussion group http://www.onelist.com/subscribe/nct 
Ectopic Pregnancy Trust http://www.ectopic.org.uk 
Men and fatherhood http://www.babycenter.com/dads 
Health on the Net Foundation is a Code of Conduct for medical and health websites which 
addresses the reliability and credibility of information http://www.hon.ch 
Women's health, menopause http://www.menopause-online.com 
A US site http://www.womens-health.com 
A UK site http://www.bbc.co.uk 
American Medical Association http://www.ama-assn.org/special/womb 
Omitted the Canadian site http://www.womenshealthmatters.ca 
Pretenn labor risk http://womenshealth.medscope.com/17663.rhtml 
The "net talk" in ARM Midwifery Matters, No. 85, includes a discussion on mastitis (pp. 33-34). 
One person gives a herbal remedy which has been tried by someone else who writes how 
effective it is. 
There is agreement that antibioti_cs are not the answer as in most cases "the inflammation 
is a cellulitis of the tissues due to a duct being blocked, the milk causes a toxin to be released into 
the blood stream because of the back flow due to the pressure from the milk which cannot be 
released. In tum this causes the mother to be pyrexial and in great pain. The aim must be to 
release the pressure by allowing the baby to feed on this side more often in an attempt to empty 
it. Trying to change positions for the baby may unblock the duct [football hold]. Make sure her 
bra is not causing any pressure on a certain place .... Cabbage leaves, well washed, and not put 
anywhere near the nipples, but around the breast can give great relief by removing some of the 
edema and have a soothing effect" Audrey. 
"It is often the anti-inflammatory property of antibiotics that causes the apparently 
dramatic relief of symptoms (usually within 24 hours), rather than any dramatic zapping of 
nonexistent bugs. As has been pointed out, a similar effect can usually be achieved with robust 
doses of Ibuprofen. To add seat belts and baby carriers to the list of things that may be putting 
pressure on the breast. I've also seen 'mastitis '/blocked ducts arising from three other situations: 
firstly, .when the mother presses her breast away from her baby's nose with one finger; secondly, 
when the breasts are very large and allowed to sag down during feeding so the segments on the 
underside are poorly drained. (Support and gentle massage during feeding with the flat of the 
hand - well back from the areolar - can make an enormous difference to the latter). Thirdly, 
repeated pinching and thumping from an enthusiastic older baby can also damage the delicate 
breast tissue enough to cause a blockage" Hannah. 
MID/RS Midwifery Digest, 10(2). (2000, June) .. 
The rising rates of cesarean sections are discussed using articles from Nursing Ethics, 
6( 6), about where a Court order was made for a woman to have a cesarean section, although she 
was not even in labour, was mentally competent. The cesarean section rate in Latin America 
(80% in one country) from the British Medical Journal, 319(7222), and other writers add 
commentaries including that in many of these countries analgesia is not available for vaginal 
births, and this is the only way that tubal-ligation can be performed as officially it is disallowed. 
,..... 
... 
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In Britain a national sentinel audit of cesarean sections is being undertaken. The Royal 
College of Obstetricians and Gynaecologists, The Royal College of Midwives, the Royal College 
of Anaesthetists, and the National Childbirth Trust are collaborating on this study which is 
funded by the Department of Health. The aim is to describe current practice in relation to 
cesarean sections in England and Wales. The objectives are to determine the frequency of 
cesarean sections, the factors associated with variations in rates including the contribution of 
maternal request, and whether these factors are associated with the rising rate. Phase 1 will be a 
prospective study of all births with a more detailed study of all cesarean sections occurring 
between May 1 and July 31, 2000. Phase 2 starts in the autumn and will be a random sample of 
units (approximately 40). The findings of the audit will be published anonymously and given 
back to the Trusts [Hospital Boards] so that they can compare their performance to others. 
Some of the web sites listed include: 
MIDIRS http://www.midirs.org 
International Confederation of Midwives http://www.intlmidwives.org 
Nursing Times http://www.nursingtimes.net 
Approved Group Protocols for medications http://www.groupprotocols.org.uk 
Breastfeeding in Scotland http://sss.scot.nhs.uk/breastfeeding 
US Lesbian Mom's web page http://www.lesbian.org/moms 
UK consumer medical information http://www.patient.co.uk 
Pregnancy http://www.motherisk.org 
Association of the Improvement of Maternity Services http://www.aims.org.uk 
National Childbirth Trust http://www.nct-online.org 
JOGNN Web site http://www.awhonn.org (then click on resources) 
Clinical Issues: Pharmacology update in obstetric and gynecologic nursing. 
(September/October, 1999). JOGNN, 28(5), 507-512. 
Clinical Issues: Pharmacology update in obstetric and gynecologic nursing. 
(November/December, 1999). JOGNN, 28(6), 628-659. 
Clinical Issues: Pharmacology update in obstetric and gynecologic nursing. (March/ April, 
2000). JOGNN, 29(2), 169-210. 
. Clinical Issues: Practice Concepts of Fetal Heart Assessment. (May/June, 2000). 
JOG~ 29(3), 295-336. Includes limited obstetric ultrasound (pp. 325-330). 
Bungum, T. J., Peaslee, D. L., Jackson, A. W., & Perez, M.A. (2000). Exercise during 
pregnancy and type of delivery in nulliparae. JOGNN, 29(3), 258-264. "Regular participation in 
physical activity during the first two trimesters of pregnancy may be associated with reduced risk 
for cesarean births in nulliparous women". 
Roberts, C. A. (2000). Ogilvie's Syndrome After Cesarean Delivery. JOGNN, ?9(3), 
239-246. This syndrome "is characterized by massive dilation of the colon, much like that which 
occurs with an obstruction but in the absence of a mechanical obstruction. Early detection and 
intervention are necessary to avoid serious morbidity and/or mortality. Conservative treatment is 
effective in many cases, but surgical intervention may be required". 
Sluetel, M., & Golden, S. S. (1999). Fasting in labor: Relic or requirement. JOGNN, 
28(5), 507-512. 
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Walker, L. 0., & Wilging, S. (2000). Rediscovering the "M" in "MCH": Maternal Health 
Promotion after Childbirth. JOGNN, 29(3), 229-236. "After 6 weeks postpartum mothers 
continue to face mental and physical health, lifestyle, and parenting concerns. Example areas for 
enhanced maternal health promotion after childbirth include: a). Lifestyle changes in exercise, 
nutrition, and smoking, and b ). Psychosocial well-being, particularly mood and body image. 
Research on health of women after childbirth supports rethinking the scope and duration of 
maternal health promotion". 
Wamback, K. A., & Cole, C. (2000). Breastfeeding and Adolescents. JOGNN, 29(3), 
282-294. 
Accoucheur 
Fortune, P-M., &Thomas, R. (1999). British Journal of Obstetrics and Gynaecology, 106, 
868-870. ''The vacuum extractor is a very useful means of assisting in vaginal birth and is 
probably the instrument of choice for most physicians. There are, however, rare case reports of 
sub-aponeurotic haemorrhage occurring with the use of the vacuum extractor (5.9 per 1000 
vacuum assisted births). All physicians using vacuum extractor need to be aware of this 
complication as do staff providing newborn care. The important differentiation between the 
common neonatal cephalohematoma and a sub-aponeurotic haemorrhage is that the latter is not 
restricted by the periosteum of the cranial sutures. A boggy scalp, pallor or tachycardia should 
alert staff to assess the baby and an urgent haemoglobin determination should be performed .... 
This is a rare but serious complication, careful monitoring, and aggressive management of early 
signs ofhypovolemia are important", from Accoucheur, 7(1), March 2000. 
Hofmeyr, G. H. et al. (1999). Misoprostol of induction of labour: A systematic review. 
British Journal of Obstetrics and Gynaecology, 106, 798-803. ''The conclusions of this review 
are that misoprostol appears to be more effective than conventional methods of cervical ripening 
and induction. There were no differences in perinatal outcomes while studies are not large 
enough to exclude uncommon serious adverse effects. There is a concerning increase in uterine 
hyperstiµiulation with fetal heart rate abnormalities following misoprostol. The authors conclude 
that although misoprostol shows promise as a highly effective inexpensive and convenient agent 
for labour induction, it cannot be recommended for routine use at this stage. They further 
recommend that lower doses of misoprostol regime should be investigated further", from 
Accoucheur, 7(1), March 2000. 
Nielsen, S., Hahlin, M., & Platz-Christensen, J. (1999). A randomized trial comparing 
expectant with medical management for a first trimester miscarriage. British Journal o_f 
Obstetrics and Gynaecology, 106, 804-807. "Approximately 120 women were randomly 
allocated to receive mifepristone 400 mg orally followed by a single dose of 400 ug misoprostol 
48 hours later or expectant management. Women were evaluated after five days .... Eighty-two 
percent of the women had pharmacologic treatment and 76% of those who had expected 
• 
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management had completed miscarriage by day five .... This is further information that women 
having an otherwise uncomplicated miscarriage can do quite well with non-surgical management 
and the pharmacologic management may have some role although better comparative studies are 
needed", from Accoucheur, 7(1 ), March 2000. 
Wilson, K. (2000). Six years of midwifery in Ontario. Accoucheur, 7(1), 1-2. "The 
movement to becoming more ''mainstream" providers of perinatal care, however, has resulted in 
some interesting shifts in how midwives are perceived by the women who use their services. 
Whereas once midwifery was viewed as a form of "alternative" health care and midwives as 
primarily home birth providers, the integration of midwifery into the health care system has 
resulted in the wider acceptance of midwifery care as an op~ion for healthy childbearing women . 
. . . As the years have passed, in fact, the reasons that women choose to use midwifery seem to 
have changed. Whereas women originally choose midwifery because they wished to give birth at 
home, or because they wanted an intervention-free birth, now women are choosing to use 
midwives because they want the continuity of care throughout pregnancy, labour and birth and 
the immediate postpartum period. Secondly, they appear to value the time spent with them 
during antenatal appointments, and the postpartum follow-up in the immediate days and weeks 
after the birth, especially with respect to breastfeeding. So what does the future hold for 
midwives in Ontario? Currently, midwives attend about 3% of all births in the province. As the 
shortage of physician obstetrical care providers grows, an increase in the demand for midwifery 
services may result, with an increased role for midwives within the health care system in.the 
province. At the same time, with midwives providing services for increasing numbers of women, 
practitioners feel increasing strain placed upon them with respect to working within the current 
model of care. Undoubtedly, one of the major issues facing midwifery in Ontario will be the 
sustainability of the profession as it was originally conceptualized within newer and more 
expanded roles and scopes of practice". 
Other Sources 
Green, W. G. (2000, May). Who will deliver Canada's babies in the new millennium? 
Journal of the SOGC, 22, 345-346 . 
. . Howard et al. (2000). Mother's exposure to formula ads leads to early discontinuation of 
breastfeeding. Obstetrics and Gynecology, 95, 296-303. 
Klebanoff et al. (2000). Metronidazole does not prevent prete11n delivery associated with 
bacterial vaginosis. New England Journal of Medicine, 342, 534-540. 
Lawrence, R. Breastfeeding information and support. http://www.breastfeeding.com 
TPistlethwaite, J.E., & Jordan, J. (2000). Antenatal screening in the community: The 
views and experience of women in one general practice. Primary Health Care Research and 
Development, 1(1), 29-38. [The annual subscription to this new journal is £38 for individuals. 
For details see: http://www.ingenta.com]. 
SOGC. (2000, February 14). Recent studies on HRT and breast cancer cause concern. 
SOGC Press Release. 
Prediction and risk of preterm labour. Medscape Women's Health, 5(1), 2000. 
(MEDLINE abstracts). 
Journal of Midwifery and Womens Health, 45(3), May 2000, has several articles 
regarding breastfeeding Visit the journal at http://www.elsevier.nl/locate/jnlnr/07723 
INFACT sources http://www.infactcanada.ca/ 
Human Milk Banking Association http://www.monarch-design.com/baby/faq.html 
Banking on Breastmilk 
http://www. breastfeeding.com/ all_about/ all_ about_ milk_banks.html 
US Center for Disease Control 
http://www.hivinsite.ucsf.edu/ads/9508/95082304.html 
Australian site for Antimicrobial Factors in Breastmilk 
http://www.latrobe.edu.au/www /microbio/milk.html. 
Breastfeeding Committee for Canada http://www.geocities.com/HotSprings/Falls/l 136/ 
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Lambert-Lagacee, L. (?)Feeding your baby the healthiest food: From breastmilk to table 
foods 
Yagyu, G. (1999). Breasts. Kane Miller Book Publishers. 
Gross, S. (1999). Pain in the breastfeeding mother. Canadian Journal of CME, pp. 133-
144. 
Coutsoudis et al. (1999). Influence of infant-feeding patterns on early mother-to-child 
transmission ofHIV-1 in Durban, South Africa: A prospective cohort study. Lancet, 354, 471-
476. (Infants exclusively breastfed by HIV positive mothers were 48% less likely to become 
infected with the virus than babies receiving both breast and formula). 
Suggested web sites to visit are: 
Baby Milk Action http://www.gn.apc.org/babymilk 
Ontario Human Rights Commission - before during and after pregnancy 
http://www.ohrc.on.ca/index2.htm 
Canadian Institute of Child Health http://www.cich.ca 
National Institute of Nutrition 
UK Baby Friendly Site 
http://www.nin.ca 
http://www.babyfriendly.or.uk 
• 
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Quebec and the legalisation of midwifery 
M idwifery re-emerged in Quebec towards the end of the 1970s. after a slow disappearance that 
began in the 18th century and culminated around 1960. 
It took twenty years of lobbying and research to achieve 
legalisation of the profession in 1999. and this came 
about only after its legalisation in two other Canadian 
provinces, Ontario and British Columbia. At the present 
time, the province of Quebec has a population of more 
than 7 million people (three-quarters being French-
speaking). with a little under 80,000 births a year. 99% 
of these births take place in a hospital setting, assisted by 
doctors and nurses, :whereas 0.8% take place in birth centres 
(where pilot-projects provide midwifery care) or at home 
(0.2%) with lay midwives1 (Since the adoption of the law 
legalising midwifery. home birth is outlawed until the 
College of Midwives elaborates how it could be done). 
There are 73 Quebec hospitals where women can give 
birth, six birth centres located outside a hospital and 
administered by a local health community centre, and 
two health centres in Northern Quebec serving the Inuit 
population. A third of births happen in hospitals with 
less than 1500 births a year (in a few of them, less than 
100 births), another third in hospitals of between 1500 
and 3000 births annually and the last third in institutions 
of more than 3000 births a year. 1 These hospitals are 
classified by the College of Physicians of Quebec in three 
categories:2 level 1 (where in 1995- 1996, 55% of 
Quebec women gave birth) institutions provide primary 
care. where any woman without complications can give 
birth and where an emergency cesarean can be 
perfonned. if needed. on the premises or close-by within 
30 minutes~ level 2 institutions (where 390/o of the women 
gave birth in 1995-1996) provide care for women with 
no complications and also for those with a certain level 
of obste~rical and neonatal risk (for instance. a premature 
birth between 32 and 36 weeks of gestation): level 3 
institutions provide care to high-risk women (6.4% of 
births in 1995-1996). There is also level 4. where highly 
specialised care can be given to babies (0.3°/o of births 
in 1995-1996).3 Since women can choose the institution 
where they want to give birth. all levels of institutions 
welcome women with no medical problems. Among 
these hospitals, a few are university-teaching hospitals 
and some are university-affiliated hospitals. 
In Quebec, one can find only doctors and nurses in 
obstetrical departments: on the top of the hierarchy. there 
are the obstetrician-gynaecologists ( ob-gyn). In I 998. 
4 77 ob-gyn were practising in Quebec and these 
MIDIRS Midwifery Digest (March 2000) 10: 1 
specialists took charge of 55o/o of the vaginal births in 
the province in that year. including both 'nonnar and 
instrumental ones. General practitioners (family doctors) 
also practise obstetrics; these practitioners are more 
numerous in areas outside Montreal and in hospitals of 
less than 2500 births a year. Apart from that. more and 
more doctors in Quebec are women: a third of the 
specialists and 45o/o of the general practitioners in J 997.4 
On the birth scene. one also finds obstetric nurses, who 
have either a bachelor degree or a technical diploma, 
and anaesthesists. Since 1993. a new health care giver 
has officially come into the picture. the midwife, working 
on pilot-projects located in out-of-hospital birth centres. 
There is considerable variation in the rates and frequency 
of obstetrical interventions and routines, whether it be 
between the 18 administrative regions in Quebec (see 
table). within a region among .its hospitals, and even 
within a hospital between the doctors themselves. 
Happily. some interventions are less frequent: the 
cesarean rate is now 16.7% down from a high of 19.5% 
in 1987. mainly because of the higher frequency of 
vaginal births after caesareans (VBAC) (from 1.5% in 
1981 to 38.4°/o in 1997). The episiotomy rate. an 
intervention once done to almost all women. is now done 
in around a third of the births: electronic fetal monitoring 
(EFM) is becoming used in a more intennittent way and 
vacuum extraction is slo\vly replacing forceps.' On the 
other hand, the epidural rate has reached epidemic 
proportions: in 1998. IVs were still used in active labour 
in half of the births in the Montreal hospitals~5 and in 
1993 more than half of Quebec women were still pushing 
their baby in the supine position. Although more family-
centred than it has been, childbirth remains primarily a 
medical event in most hospital settings.6 
The re-emergence of midwifery in Quebec 
and the pro-midwifery movement 
In the 1970s, some women began giving birth at home 
assisted by lay midwives at a time when the act of 
chi Id birth was becoming extremely medicalised in 
hospital settings throughout North America.- The 
women ·s movement started to react to this medicalisation 
earJv in the 1970s.t<.Q The lav midwives at that time were 
~ . 
often simply friends who had given birth themselves, 
sometimes supported by radical physicians. and v;illing 
to help women detennined to give birth at home, alone 
if need be. These friends became more and more 
experienced, and started to educate themselves in the 
practice of midwifery. 
I 
I 
..  : 
Variation ln~entiOns among Quebec rftilons ;997~1998 
Coesoreon rate i VSA.C• rate I Episiotomy rate lnsrrumenlo l birth 
Region % 1 % . % rote % 
oT~s~~~t-·-· -·- : ~ -- 11.1 . r· 32.5 su ~~ . - i-.;:7 · . 
02. Soguenoy Loe St Jeon ' 15.9 38.4 42.5 18.8 
--...=;_--'- - -- . -- - -- · - - ·-T - .. - _ __.___ -- ----·- - - - -- --·-· --
03 . Quebec 15.7 · 42.5 34.5 24.0 
-· - -- - - -- - ---
04 . Mouricie et Centre d•J Quebec 15.9 36.6 32.5 
05. Estrie 12.1 i 48.1 40.3 
19.4 
20.6 
----·· -- --- - --r- - - - -- ------ ·- - ---- - --
_9_6._~~,~~al-Centre 19.3 I 37.5 I 31.4 12.8 
07. OJ1aouois 18.8 1 24.8 34.6 15.5 
----- - - ------------
In 1980, a simultaneous 
conference through most of 
Quebec regions was organised. 
called Accoucher ou se faire 
accoucher (To give birth or to be 
delivered).10 establishing the first 
task force on midwifery. The 
conference saw I 0.000 people. 
consumers and health caregivers, 
asking for the humanisation of 
childbirth. In 1985, the Task Force 
recommended the legalisation of 
midwifery and the same year, at a 
Conference of the Mouvement 
08. Abiti bi-Temiscoming~e l 3.1 I 59.0 1 22.6 15.5 
CE. Cate-Nord 18.8 1 _3_0_.6_-+-j _ _ 2_6_.2 __ ..--__ l_4_.1 _ 
_l_O_. _N_or_d_d_u_O_u_e_be_c _ ____ ~ __ l_4_.8 __ __.j __ S2_._4_~1. _ _ _ 16_.3 _______ 8_.7 ___ _ 11. Gospesie lies de lo Modelei n~ __ _ 20.9 24.1 ______ 3_3_.5 _____ 1_6._3 _ _ 
12. Choudiere Appoloches -~~ 30.4 j 42.0 22.7 
13 Lava l 128 391 273 237 I I . . I ~
! 14. Lano ud iere 14.9 45.6 52.8 5.5 I 
15. Lourentides 13.0 39.7 26.3 I 16.7 
-· - -· ··- -~ 
16. Monteregie 15.7 38.7 41.0 : 14.4 I 
·- ·----·-
17. Nunovik .. I 
Sage-femme, the Minister of 
Health expressed his support for 
the legal recognition of midwives. 
A survey at the time showed that 
18. Terres Cries de lo Boie .Jomes .. i I 
Quebec Province (%) I 16.7 38.5 34.8 i 16.1 I 
Source: Quebec M inistry of Health , 1997-1 998. For more details ai births ond staistics , see website 
WNW. mss s. g:>uv. qc.co two-thirds of Quebec women 
between 20 and 39 years old were 
in favour of this.11 The following 
VBAC = Vaginal b rth ofter coesoreon; the percentage of wanen who preYiously hod o cCl!!soreon ord gave birth 
vogirolly to the ir rext ch ild. 
•Northem Quebec (notlve popul a ion) : ircomplete data 
year, in 1986. a group of practising midwives opened 
an office in Montreal and an association, chiefly 
comprising lay mid\.\·ives. \Vas established. to set up 
standards and an apprentice training programme. At the 
same time. in the north of Quebec. a birth centre opened 
for Inuit women. Meanwhile. most of the women's 
groups in Quebec manifested their support for the 
legalisation of midwifery. 
Despite this movement in favour of legalising midwifery. 
the Quebec government decided in 19901:! that further 
experimental work was required to see if it was 
appropriate to legalise the profession and to see how 
the midwives could be integrated into the health care 
system. Meanwhile. in Ontario. the government decided 
to I e g a Ii s e mid w i f e ry. 1.1 It is curious to note th is 
difference in provinces with similar health care systems 
and perinatal problems. Both provinces had developed 
a lay midwives home practice. women and women ·s 
groups were asking for midwives. and family doctors 
were becoming less interested in obstetrics. What 
happened in Quebec? Why was the experimentation 
option preferred'? 
An exploratory study done by Vadeboncoeur et al in 
1995. 1 ~· 1' comparing what led to the di fTerent decisions 
in both provinces revealed several possible factors. 
According to the respondents interviewed. the main 
factor seems to have been the difference in power in the 
medical associations of each province. In Quebec, 
contrary to other provinces. doctors are organised in 
unions (the Federation des Specialistes du Quebec. the 
Federation des Medecins Omnipraticiens du Quebec, 
I' Association ~es Obstetriciens-Gynecologues du 
Quebec. I' Association des Pediatres du Quebec, etc), 
numerous and powerful, who all agreed, along with the 
College of Physicians, to oppose midwifery legalisation 
and tried, with success. to prevent any individual doctor 
from stepping out of line. In Ontario, on the other hand. 
there are only two medical associations, one of them 
being the College of Physicians and Surgeons and the 
other one. the Ontario Medical Association (OMA). a 
branch of the Canadian Medical Association. Although 
the OMA did not at first like the idea of the legalisation 
of midwifery, after a while it set up a committee that co-
operated with other groups in the legalisation process. 
The way in which two coroners' inquests into the deaths 
of babies born at home were handled. one in each 
province, may also have played a role. In Ontario. the 
inquest became a forum for stating why legalisation was 
needed and how it could be done. ·whereas in Quebec 
the inquest centred on the defence of a midwife. Another 
important factor seems to have been the different context 
around the legalisation of midwifery: in Quebec. it \\·as 
a solo demand from one occupational group, whereas 
in Ontario it was. from the beginning. part of the revision 
of the Health Disciplines Act. which gave a structure 
and an opportunity for midwives and their supporters to 
organise themselves and express what they wanted. 
Other factors could have been the division among the 
two midwives· associations in Quebec.during the 1980s 
and part of the 1990s (one with certified. or nurse-
midwives, non-practising for the most part. and one of 
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mostly lay midwives, all practising) who never united. hospitals. The first birth centre opened in 1993. The 
This was in contrast to the two similar associations in 
Ontario who became one as early as 1984. In both 
provinces. the issue of midwifery legalisation became a 
way to try and lessen doctors' control on the health care 
system. This worked in Ontario but not in Quebec, where 
doctors' associations never ceased to manifest their 
opposition to the legalisation, although some general 
practitioners co-operated very well with midwives 
working in some birth centres. Until 1990. the medical 
associations claimed that there was no need for midwives 
(as recently as 1999. the president of the Quebec· s 
Association of General Practitioners reaffirmed this). 
Vadeboncoeur et al came to this analysis: 
'Considering the initial refusal of the medical 
associations to recognise the midwifery profession and 
their wish to limit births to hospital settings and thus 
keep midwives under their control, what could the 
Quebec government do? For the government wanted the 
nzidwifery profession to be autonomous and wished to 
meet the demands of women. at least to a certain point. 
With a more equitable balance of power. as in Ontario, 
the go\·enzment might have insisted in legalising the 
• 
midwifery profession but the Quebec govemn1ent was 
faced ~·rith pro-midwifery groups that were not as united 
and structured as in Ontario ... In Quebec. the 
mobilisation of women in the 1980s was on the decline. 
Some lobbying by women's groups continued 
periodically but the midwifery question did not have 
priority' .15p462-3 
So the government chose compromise, thinking that it 
would satisfy all parties, especially the doctors' 
associations. It did not succeed in doing that, as the 
results of the evaluation research on the pilot-projects 
showed. Letters ordering the doctors not to co-operate 
with the pilot-projects were sent to the members of 
medic~l associations. 16 Some laboratories refused to do 
tests for midwives. Emergency departments sometimes 
refused to take into account the midwives' assessment 
of the woman or baby they were transferring. which led 
to delays. The experimentation was not easy .17 
The experimentation in eight pilot-proiects 
Three years after the adoption of the law on the 
experimentation of midwifery. eight pilot-projects were 
chosen, among which was the already functioning birth 
centre in the Inuit community of Puvirnituk. Very few 
hospitals applied. and the none of these few had met the 
criteria set by the Quebec government. so all the projects 
ended .up - except in Puvimituk - administered by a 
local communit\' health centre and located outside 
" 
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selection criteria of the birth centres included safety. 
continuity of care, an autonomous practice of midwifery. 
humanised care and support within the community. The 
birth centres were located throughout six regions of 
Quebec. Women giving birth there had to have had a 
nonnal pregnancy and labour without complications. An 
elaborate evaluation process was set up by a committee 
comprising three midwives from Great Britain. France 
and Holland. and this finally led to the accreditation of 
around 60 midwives. with around 40 available to work 
in the birth centres. These midwives came from various 
backgrounds: certification, nurse-midwifery and lay 
midwifery. In some settings, they were assisted by 
midwife-trained ~natal aids· . Although in two birth 
centres there was open collaboration with general 
practitioners. there were no doctors or nurses in the birth 
centres. In case of a problem. the women or baby \\·as 
transferred to the nearest or most appropriate facility. 
according to the terms of a verbal or \\'ritten agreement 
between institutions. with the status of the midwife 
becoming that of a support person. No birth centre was 
designed to have more than 250 births a year and none 
seemed to have reached that number during the 
experimental period. The birth centres in Montreal 
quickly developed a waiting list, but in some other 
regions the interest was slower. particularly in the two 
areas where midwives had been previously unknown or 
where medical opposition was fierce. Each midwife was 
to be responsible for 40 births a year, and for assisting 
another midwife with an additional 40 births. 
The experimentation was evaluated by a consortium of 
researchers from three different Quebec universities. The 
research comprised a multi-case qualitative study of the 
birth centres and a comparison of the outcomes of two 
groups of women, I 000 clients of the birth centres and 
1000 ·1ow-risk' paired women under the care of doctors. 
having their babies in hospital during the same period. 
The data was collected in 1995 and in 1996, and the 
research report submitted to the provincial committee 
supervising the evaluation of the pilot-projects. The 
research evaluated the midwifery services, comparing 
them to the existing services in hospitals. looking at the 
use of obstetric technologies. the woman and baby· s 
health. the humanisation of care and the costs involved. 
It also aimed to evaluate the factors that were. most 
conducive to good outcomes and favoured the autonomy 
of the midwife. This evaluation was both qualitative 
and quantitative. 18 
The results demonstrated that although both groups were 
satisfied. midwifery practice led to more humanised and 
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This birth centre near Quebec city, lo Maison de noissonce Mimosa, 
wos originally o presbytery 
continuous care: their clients were more positive about 
their experience, ·empowered·. more informed and spent 
more time with the n1idwif e. They felt more confident 
in their capacity to give birth. The rates of premature 
and small-for-gestational-age babies were about half the 
rate of the control group, the caesarean ( 6Ck vs 13% ). 
ultrasound (819c \ 'S 98Cff ), episiotomy (79c \'S 37o/o) and 
amniotomy (33£Jc vs 58~) rates were lower and there 
were less 3ni and ~th degree tears; the costs of midwifery 
were equal or slightly better. There was an interrogation 
regarding the more frequent ventilation of babies born 
in the experimentation group and regarding the fetal 
death-in-utero rate (7 .3/1000 excluding major 
malformations), but no conclusion could be reached 
because of both the small sample and some 
mismanagement of the control group data by the Bureau 
de la Statistique du Quebec* . 19·~0 Although there were 
some variations between the birth centres (number of 
midwives. protocols. distance from hospital, 
involvement of doctors). the evaluation showed that the 
results were not really different among them. A few 
months later. the Conseil d·evaluation des projets-pilotes 
concluded that it was appropriate to legalise mid'W·ifery 
and recommended it to the Minister of Health. ~ 1 
Two other evaluations. less formal. were also conducted 
regarding the experimentation. one by a consumer 
organisation, and the other by the group of midwives 
employed in the birth centres. The evaluation done by 
the group MAMAN~~ (Mouvement pour r Autonomie 
dans la Matemite et pour r Accouchement Naturel) in 
which a hundred couples expressed their views. showed 
very positive results. Parents talked about having had 
an empowering and family-centered experience. of being 
listened to. being physically touched. having high-
quality encounters with midwives. being offered 
alternative pain relief techniques. having had high-
quality prenatal courses. being considered competent to 
give birth and to take care of their baby, of an egalitarian 
link with the midwives. and holistic care. They expressed · 
the wish that the midwifery profession. after legalisation. 
remain autonomous. that birth continue to be considered 
a nonnal and natural event. and that parents be able to 
give birth at the place of their choice. whether in a 
hospital, birth centre or at home. The evaluation done 
by the midwives involved in the pilot studiesl3 at the 
end of 1997 noted that one of the difficulties they 
experienced was the opposition - to various degrees 
- of the medical milieu but. on the positive side. they 
succeeded in overcoming this to a certain degree. In 
general. midwives were satisfied working in the birth 
centres, but revealed that it had been a difficult 
experience (the battle to reach the pilot project stage, 
the extremely stringent evaluation process. the length 
of time it took before the first project and others opened, 
the adjustment to work for an institution or in a team 
after having had a private - and often solo - practice. 
the time-consuming evaluation process, etc) that took a 
toll on their personal life. Their worries comprised the 
possible effects on their practice of their further 
integration into the. health care system, and the small 
number of midwives. then and in the years to come. 
Although the research had its difficulties. it nevertheless 
is the only evaluation of midwifery practice in ~anada 
and will be a precious source of know ledge for years to 
come. In the meantime, it also gave thousands of Quebec 
women free access to midwifery services and to an 
alternative place of birth. It permitted midwives from 
different backgrounds to learn to know each other. and 
some doctors to get to know midwifery practice. as \\'ell 
as revealing all the flaws in other laws that needed to be 
fixed in order to permit midwifery practice. 
Finally, the legalisation of midwifery 
In March 1998. the Quebec Minister of Health 
announced its intention to legalise midwifery and in June 
1999 a bil1 was adopted to this effect. 2~ A College of 
Midwives started to operate last September. formed of 
six midwives chosen from those practising in birth 
centres. plus two persons chosen by the Office des 
Professions du Quebec. The College has established 
standards for practice. revised definitions of obstetric 
and neonatal risk. and estab1ished conditions for hon1e 
births. It will be assisted during its first four years by a 
consultative committee comprising other health care 
professiona1s and one consumer. A four year direct-entry 
baccalaureate programme in midwifery also started last 
autumn. within the Health and Sciences Faculty of the 
Universite du Quebec a Trois-Rivieres ( UQTR). with 
sixteen students. This programme is similar to the 
Ontario training program. The introduction of midwives 
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as practising professionals in hospitals should start this 
year and will be administered by the local community 
health centres. Midwifery care will be publicly funded 
and midwives who practised in the pilot-projects will 
be integrated into the 1nidwifery workforce. 
The international definition of midwifery has been 
adopted in Quebec. The scope of practice includes 
pregnancy, labour and birth. and six weeks postpartum 
for mother and baby. Midwives are allowed to do 
amniotomies~ episiotomies, repair first and second 
degree tears~ and in case of emergency, apply vacuum. 
do a breech birth. manual removal of placenta or uterine 
revision and stabil~se or revive mother and child. They 
are authorised to prescribe or administer some 
medication and tests. 24 
The legal recognition of midwifery in Quebec took time. 
It took a lot of patience. being a lengthy process fraught 
with numerous obstacles. But during this time. the 
practising midwives developed a model of practice based 
on home birth, a model \Vhich strongly inspired their 
practice in the birth centres15 and \vhich midwives and 
their clients hope to bring into the hospital settings. The 
experimentation in these birth centres, along with the 
knowledge of midwifery practices to which it 
contributed, allowed an alternative to hospital birth to 
be legally implemented. Most important, the government 
managed to preserve the autonomy of the profession 
and to respond to the needs that parents had been 
expressing for more than twenty years. A few questions 
remain though, one being the accessibility for women 
in all Quebec regions to midwifery services, both 
because of their small numbers and because it will be 
up to the regions to decide if they want to offer 
midwifery services. Another question is how hospitals 
will react to the regions ' demand for midwifery services. 
An essential ingredient that was somewhat lacking 
during the research. the collaboration of doctors. \\'i11 
be needed in order to offer the best mid\\·ifery ser;ices 
to women and their families. Whether this will be 
attained. since doctors' associations remain officially 
opposed to home birth and birth outside hospitals. 
remains questionable. 
* The government asked the Conseil d·evaluation des 
technologies de la sante au Quebec to examine the fetal-
death-in-utero cases, from the beginning of the 
evaluation period to the end of August 1998. It indicated 
that several factors could have led to the death of the 
babies. Its conclusions on the appropriateness of the care 
given are similar to the ones obtained by similar studies 
in Holland. the United Kingdom and Denmark. 
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Helene Vandeboncoeur holds a master ·s degree in community 
health and is current~\" a PhD candidate in applied social 
science. She has published a book on J'BA C and has written 
extensh·e(\·for the feminist childbirth mo,·ement. Her research 
interests are the legal recognition of midw(fery. having worked 
on the midwifery pilot projects. and childbirth issues. 
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PRESS RELEASE 
Breastfeeding: It's Your Right! 
World Breastfeeding Week 1-7 August 
Reflecting the many facets of breastfeeding. this year World Breastfeeding Week (WBW) focuses on the 
important theme of breastfeeding as a human right. Through the slogan Breastfeeding: It's Your Right! 
WABA aims to: 
• raise awareness about the fact that breastfeeding is a right 
• provide infonnation about f onnal and legal mechanisms that exist 
internationally and that either do or should exist at the national level and 
• stimulate a shift in public thinking so that this right is respected. protected, 
facilitated and fulfilled at household. community and government levels in 
every country. 
The importance of a supportive environment that values breastfeeding as a social 
responsibility facilitates the mother's right decision to nurture naturally. Every woman has the right to 
breastfeed her child. Most governments have committed themselves to assuring the realization of the rights 
contained in one or more of these international instruments: 
• Convention on the Rights of the Child (CRC). 
• International Covenant on Economic, Social and Cultural Rights (CESCR), 
• Convention on the Elimination of all Fonns of Discrimination against Women (CEDAW), and 
• International Labour Organisation (ILO) Convention on Maternity Protection. 
Further. the theme is significantly appropriate with the influx of women into the \\'Orkforce, the majority of 
whom are of childbearing age. The vulnerable stage of a woman's life is during pregnancy. birthing and 
breastfeeding. Maternity protection at work to enable mothers to combine work and motherhood is crucial to 
the nation's future. At the 87th ILO Conference in June 1999 during the session on Maternity Protection, 
WHO and UNICEF made the following statements: 
It is thus important for u·onu'n to have a working schedule that permits exclusive 
breastfeeding for the first 4-6 111onths of their bahies' lives. both for the child's health 
and for wonzen 's health. If then' is no possibility of breaks frn111 »·ork during the 
first 4-6 n1onths. this 'rill increase the risk of a new prexnancy soon after the 
pre\·ious hirth. with possihlt1 dt'trimental health effects such as anae111ia. serious 
birthing complications, and low birth ~·eight of the child. (WHO) 
Exclusi\·e breastfeeding can contribute to significantly reducing the incidence. se\·erity 
and duration of conunon illnesses a1nong newborns. in particular upper respiratory 
infection, gastrointestinal infection and otitis media. Indeed breastfed inf ants are 
also at a lower risk of de\·eloping jLfl'enile onset diabetes and certain childhood 
lymphomas. Breastfeeding reduct's infant 111ortality. The Report also recognises the 
health benefits for breastfeeding 1nothers. including a lower Nfetime risk of breast 
and o\'arian cancer. and osteoporosis. (UNICEF) 
For further information. please see the action folder enclosed. visit the WABA website (www.waba.org.br) 
or contact the WABA Secretariat. 
The WorlCt Alliance for Breastfeeding Action (WABA). 1s J glob.11 network ot org.m1~Jt1on' .md ind1vidu.1ls. WABA 
believe~ breJstfet•ding to be th<:' right ot .111 rhildrl'n clnci mothNs: dt•dirat(•s ih~li to prott•rt. promott• .rnd ~upport 
thi~ right : and acts on tht• lnnon'nti Dt'rlJrat ion . \VABA works in c lose li.ii son with UNICH. 
\VASA. PO Box 1200. 10850 Pencing. Mcll.ir,i.1 e l<'I : 60-4-6584 81 be fax : b0-4-6572 65 5 
Email : secr@waha.po.my Wt•hsite: http://www.wab.Lorg.hr 
.. 
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Support for Breastfeeding Rights: 
The Convention of th~ Ri1hu of the Child (Articl~ 
24) states tNt •t 1s the r1cht of children to en1oy the h11hest 
uu1~ble standard of health. that 1overnmenu shall ensure 
provision of nutritJous food. and thit pirenu and children 
hive 1nformu1on about nutret1on and the advanu1es of 
breutfeed1n1 ( 191 countrtes are parties to tt.) 
The lntemational Covenant on Economic, Social and 
Cultural Ri1hu endorses the n,nt to food and to hutth. 
General Comment 12 on the Ri&ht to Adequate food (Arocie 
I I ) states. "Masures may therefore need to be taken to 
maana•n. adapt Of' strensthen dietary diversity and appropriate 
consumptJOn and feed1n1 patterns, tneludin& brust·feedin&··· .. 
{ 142 countraes are parties to it.) 
The Convention on the Elimination of all Forms of 
Di.crimination A1ainst Women sayi that women shall 
have appropr~te services an connectton With preinancy and 
lactatJOn (brastfeed1nl). (I 6S countrtes are parties to it.) 
What a~ human rifhU? 
Humon "fhU Oft thou• bo\IC 
uondorck wrthout .tltCh ~oplf> 
con nor I~ 1n d1rn1r~ H4;mon 
"f'•h Oft 1nol~nobfit- '°" con nor 
lo~r human f'ftit\ ony "'O'f' rJ1on 
,<>u con Ctou· ~'"f o ~umon 
bf-1nr Human ''f~a Oft 
u1rrrc1f'~ndtnt all h1.'"1on ''f''n 
arr pen of a comp~mtntO') 
(tO~'flfOtl HufYIOn "f'°lf\ Ott ht'ld 
by all ~''on' f'quo/~ . un1~f\O/#y, 
and forrrf'f 
The ILO Matemity Protec· 
tion Convention No. l 
(1919) and No. 10) (1952) 
say ~t a woman should be 
provided with at leau 12 
weeks of paid leave and 
breutfeed1n1/nurs1n1 breaks 
on patd c.me after return1n1 to 
work . ( l J countrees ha we 
rataf1ed No. J and J7 ha•e 
rat1f1ed No. I OJ Several 
countr .. s have prov11aons ~c 
10 beyond the tlO Conven· 
~ .. d ··~ ,..w ...., -.r· !~ -' 'l-' uons. but sun ha.e not ratified 
th~) 8y W8WIAufU11 1000. 
o ~ ~ _,, ~ bttn ~d or dtt ILO COttfrmtt.t 
of Ju~ 1000 
Tht- lnt•m&t1on.al Codf' of M.tric•tin1 of Br•.aHmiUc 
Sub,titutt-' lam1ts the WJ)'1 brea1tmalk wbit1tutt\. bon~1 
and teJU c~n be m.ulleted Jnd hechhthu health care worker\· 
rt'PC>ftl•b•ltt1e\ 1n P' omoun1 breutfttd1na (The Code '' bw 
tn 20 countr1t\. i wolunury .aireement 1n 42 countrte' ind 
~ru of 1t .u~ l.lw 1n 46 countr1t\) 
Att 1nttrnotl0nal con~noon ca"~' b-ndtnr ~ol ob'tfotaon\ ond 
dullt'i whtn rattf~d. ot whrch brT•t ~ counrry IS rrfrrrrd ro en 
onf' of tht- uorrs parhf'\ to rhr con~nr1on and rwf'n futurr 
~rnn>f'nb .arr bcxmd ru obldf' by ll A ~CLlrJtton ''not bend1ni 
but muu ~ viewed u urryrn& 1omt' deire~ of 1nnuence. it 
lent of 1 mor JI n.)turt' It '' .in e•;>ren1on of 1ntrr~t1on.JI 
con\tn\u\ on .in '""" It m.iy 1nd1Ulf 1 movement th.it wall 
t'vt'ntu1lty le.id to .Jdopt1on of .1 b1nd1n1 1ntcrnJt10l\.ll tre.Jty 
Tht' lnn0<t'nt1 Decl.iru1on ( 1990) .1nd dccl.1r.Jtton' t'mer11ni 
fr om the follow•ni mt't'hnl\ Jrc 1t\o relevant 
+ The lntcrn..iti0tl.JI Confcrt'ncc on Nutnt1on ( 1992) 
+The Conft'rt'nce on Popul.Jt1on ind Oevclopn,rnt (19'•> 
+The Fourth World Conft"rcncc on Women t 199S) 
~ The World food Summit (I 9'6) 
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best for babies 
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And it offers cost savings for the health system 
.. 
-• BY JANET MURPHY GOODRIDGE 
-
-3i would like to address the concerns 
~brought forward by Paula Corcoran 
-tn her letter to the editor of April 3 
~"Bottle feeding perfectly safe" -
~legram). 
-• All pregnant women should be sup-
;,orted by health professionals to 
91Ilake an informed decision regarding 3nf ant feeding. If a .woman chooses to 
~ttle feed once she has received inf or-
ation about the benefits of breast-
eeding and the risks of formula 
eding, then she should be encour· 
:pged in her efforts to nourish her 
~hild accordingly. 
: Breastfeeding is certainly not an ex· 
:s=lusive component of good mothering 
:;pr parenting. However, I would argue 
~hat most women are not enabled to 
~ake an inf or med · · 
- - - ----- - -- - - - - - - - - - --
• TELEGRAM FORUM• 
·----- ---- -- - - . 
admissions, physician visits, drugs 
and treatments and the long term care 
of chronic illnesses. Add to this cost, 
the significant expense of purchasing 
formula and the costs to our environ· 
ment when babies are not breastfed. 
These cost savings have been 
demonstrated in research conducted 
in many countries throughout the 
world, including Canada. I suggest Ms. 
Corcoran review the Web sites of the 
World Health Organization. Unicef 
and INFACT Canada for this docu· 
mentation. 
One misrunception brought forward 
in Ms. Corcoran's letter is the belief 
that a healthy baby is a baby who 
sleeps through the night at an early 
age (seven weeks). 
:tecision about in· 
,-ant feeding. Many 
'1ealth professionals 
2ive only lukewarm 
~upport for breast· 
:eeding. Breastfeed-
:i n g and bottle 
:eeding are often 
:;>resented as equal 
:health choices. They 
~enot. 
There Is undisputed 
scientific evidence that 
human mllk Is vastly 
superior to all breast 
mllk substitutes, 
lndudlng formulL 
Unfortuna·tely. in 
our society. infant 
feeding and infant 
behaviour are mea· 
sured by the stan-
dard of a bottle-fed 
baby. 
When breastfed 
babies do not con· 
form to these expec· 
: There is undisputed scientific evi-
21ence that human milk is vastly supe-
~ior to all breast milk substitutes, 
~ncluding formula. Why are formula 
~ompanies spending millions of dol· 
=ars to emulate breast milk? In fact. 
~anked human milk is the next best al-
2ernative to mother's own milk fol· 
~owed by commercially prepared 
~nfant formula. Evaporated milk for· 
~ula (Carnation) is a distant fourth. 
:. Ms. Corcoran challenges letter 
' ~riter Lisa Baker ("Breastfeeding 
~st for infants" - Telegram. March 
~> to .. get real" in her assertion that 
=bottle-fed babies are a cost to our gov-
~rnments. This is not a mere anecdo-
1aI report. There is good evidence that 
':breastfeeding provides substantial 
~ 
sost savings to our health·care system. 
; According to Unicef: .. Children who 
-,re breast fed have lower rates of 
:J=hildhood cancers, including 
:Jeukemia and lymphoma. They are 
~ess susceptible to pneumonia. asth· 
:nia. allergies, childhood diabetes. gas. 
=rointestinal illnesses and infections 
:Jhat can damage their hearing." 
: Recent studies also suggest that 
:>reastfeeding enhances cognitive de-
~elopment. The cost savings are de· 
::tived from a reduction in hospital 
-
-
tations, parents 
become frustrated and concerned that 
their babies are not ··behaving nor-
mally." In cultures where breastfeed· 
ing is the norm. babies are kept close 
to their mothers at night and have un· 
limited access to the breast. These 
parents expect babies to wake fre· 
quently until they are developmental· 
ly mature, which may stretch well 
beyond the toddler years. 
As a health professional specialized 
in providing care to breastfeeding 
mothers and their families, the most 
challenging aspect of my work is sup-
porting a mother when breastfeeding 
has not been successful. The mother 
and father are often devastated and 
usually feel tremendous guilt for hav-
ing .. failed at breastfeeding.·· 
Problems with breastfeeding are fre-
q uen tly the result of obstacles pre-
sented by factors in our society. I 
would like to see an environment with 
better protection. promotion and sup-
port for all women in their efTorts to 
ensure that their children receive 
what they rightfully deserve - the 
best nutrition possible - breast milk. 
Janet Murphy Goodridge (RN. B,\·Sc. 
l\1N) is international board certifed 
lactation consultant in St. John's. 
Have a question? Read a breastfeeding paper • 
Are you reading your Breastfeeding Pa-
pers of the Month? 
If so, you will know the answers to these 
questions drawn from November 1998 to 
December 1999 papers. If you want to 
know the answers or get more 
details, request copies of papers 
from your UNICEF country of-
fice or National Committee. 
At what stage do exclusively 
breastfed infants grow more rap-
idly than those on formula? (Nov. 
1998) 
'The NCHS Reference and the 
Growth of Breast- and Bottle-Fed 
Infants'. C. G. Victoraetal.Ameri-
can Society for Nutritional Sci-
ences, 1998; 1134-1138. 
'Growth Patterns of Breastfed Infants and 
the Current Status of Growth Charts for 
Infants'. K. G. Dewey. Journal of Hunian 
Lactation, 1998; 14(2): 89-92. 
What are the basic conditions needed to 
start a Kangaroo Care programme for 
low-birthweight babies? (Dec. 1998) 
'Kangaroo Mother Care in Low-Income 
Countries'. A. Cattaneo et al. J oumal of 
Tropical Pediatrics, 1998; 44: 279-282. 
Is it true that some mothers just start 
their milk again with no special equip-
ment, even if they have stopped breast-
feeding? (Jan. 1999) 
'Recognizing the Reversible Nature of 
Child-Feeding Decisions: Breastfeeding, 
weaning and relactation patterns in a shanty 
town community of Lima, Peru'. G. S. Mar-
quis et al. Social Science Medicine, 1998; 
47(5): 645-656 . . 
What can we do when breastfeeding in-
f ants are hospitalized; don't we have to 
use bottles and formula? (Feb. 1999) 
'Breastfeeding in Pediatric Units: Guid-
ance for good practice'. London: Royal Col-
lege of Nursing, 1998. 
Hodgkins disease is too common among 
our children. What can we do to prevent 
this cancer? (Mar. 1999) 
'Review of the Evidence for an Associa-
tion Between Infant Feeding and Childhood 
Cancer'. M. K. Davis. International lour-
nal of Cancer (Predictive Oncology), 1998; 
11: 29-33. 
Most inf ants fed exclusively on breastmilk 
don't need any complementary foods be-
fore about six months, but don't the low-
birthweight infants need earlier comple-
mentation? (Apr. 1999) 
'Age of Introduction of Complementary 
Foods and Growth ofTerm, Low-birth weight 
Breast-fed Infants: A randomized interven-
tion study in Honduras'. K. G. Dewey et al. 
American Journal of Clini-
cal Nutrition, 1999; 69( 4 ): 
679-686. 
Is it true that adding cereal 
between three and six 
months multiplies the 
inf ant's risk of pneumonia 
by nine times? (May 1999) 
'Impact of Breastfeeding 
on Admission for Pneumo-
nia During Postnatal Period 
in Brazil : Nested case-
control study'. J. A. Cesar 
et al. British Medical Jour-
nal, 1999; 318: 1316-1320. 
How can we extend practices favouring 
mother-infant contact and breastfeeding 
to our Neonatal Intensive Care Units? 
(June 1999) 
'Humane Neonatal Care Initiative'. A. 
Levin. Acta Paediatrics, 1999; 88: 353-355. 
After six months, our children's growth 
starts to falter. What kind of programmes 
can improve their growth along with sus-
tained breastfeeding? (July 1999) 
7 
'Interventions to Improve Intake o 
Complementary Foods by Infants 6 to 12 
Months of Age in Developing Countries: 
Impact on growth and on the prevalence of 
malnutrition and potential contribution to 
child survival'. L. E. Caulfield et al. Food 
and Nutrition Bulletin, 1999; 20 (2): 183-
200. 
Why do people now suggest that exclusive 
breastfeeding may reduce transmission 
of HIV from mother to baby? (Aug.1999) 
'Influence of Infant-Feeding Patterns on 
Early Mother-to-Child Transmission of 
HIV -1 in Durban, South Africa: A prospec-
tive cohort study'. A. Coutsoudis et al. The 
Lancet, 1999; 354: 471-476. 
How soon can pre-term infants take milk 
from the breast? What is the most mod-
ern practice? (Sept. 1999) 
'The Development of Pre-term Inf ants' 
Breastfeeding Behavior'. K. H. Nyqvist et 
al. Early Human Development, 1999; 55: 
247-264. 
If we train health workers for a week i_..._ 
how to counsel mothers, wi 
that increase breastfeeding 
rates? (Oct. 1999) 
'Counselling on Breast-
feeding: Assessing knowl-
edge and skills'. M. F. Rea et 
al. Bulletin of the World 
Health Organization, 1999; 
77(6): 492-498. 
Is bottle feeding more stress-
ful to the baby than cup 
feeding? (Nov. 1999) 
'Physiologic Stability of 
Newborns during Cup- and Bottle-Feed-
ing'. C. R. Howard et al. Pediatrics, 1999; 
I 04( 5): 1204-1207. 
Can we estimate the economic value of 
breast-feeding beyond money saved by 
not buying formula? (Dec. 1999) 
'Economic Value of Breastfeeding in In-
dia'. A. Gupta and K. Khanna. The National 
Medical Journal of India, 1999; 12(3): 123-
127. 
Illustrations from Images of Breastfeeding 
Worldwide, a publication of WABA (see 
sources. page 8). 
t 
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Breastmilk Bank Threatened with Closure 
'' 
ve been breastfeeding my daugh-
ter for 7+ months and have 
just gone back to work in the past 
month. I have a lot of milk in my freezer 
that my daughter will probably never 
use. She prefers to nurse before work, on 
my lunch hour and after work, taking 
just over half of the 
milk I pump daily. I 
haven't been able to 
Since time immemorial women 
have been sharing their breastmilk, 
and the practice of "wet nursing" has 
been a common practice in many cul-
tures. With the loss of normal 
breastfeeding also came the loss of 
this familiar social practice; yet not · 
Clinical Uses of Donor Milk 
trition Committee of the Canadian 
Pediatric Society made its unfounded 
recommendation to discontinue 
breast milk banks in Canada. The re-
sulting public outcry from those who 
valued this important resource for 
mothers and babies, has kept Cana-
da's only human 
milk bank, BC 
find out how to con-
t a ct Vancouver 's 
milk bank. Do you 
have contact infor-
mation?" 
I. Nutritional: Prematurity, Failure 
to thrive, Malabsorption, Renal fail-
ure, Feeding intolerance, Inborn er-
rors of metabolism, Post-surgical 
nutrition, Bums 
Immunodeficiency diseases: 
patients undergoing imrnuno-
suppression therapy, allergies, 
IgA deficiencies 
III. Preventive: AIDS, NEC, 
Crohn's disease, Colitis, Allergies 
to artificially manufactured milks 
Children's Hospi-
tal, open to date. 
Closure again 
threatens this 
valuable life-giv-
. 
mg resource. 
~-mail received 
by INFACT 
Canada, April 2000 
"I am an HIV 
positive nzotlzer and 
I have been feeding 
my daughter donor 
breast milk. that has 
been given to me 
free of charge by 
. . 
various women zn 
the . . . area. She is 
almost 5 weeks old 
II. Medicalflberapeutic 
Treatment for infectious dis-
eases: intractable diarrhea, gas-
troenteritis, ulcerative colitis, in-
f an tile botulism, sepsis, 
pneumonia, haemorrhagic con-
junctivitis 
Post-surgical healing: 
omphalocele, gastroschisis, in-
testinal obstruction/bowel, 
fistula, colostomy repair 
IV. AnecdotaUPotential Uses 
Adult uses: cirrhosis of the liver, 
feeding the aged, preventing 
progression in autoimmune dis-
eases, e.g. Lupus, AIDS, arthritis 
Eye surgery I diseases, Burns -
as topical for epidermal growth 
factor, Crack/cocaine infants 
Now again the 
BC Children's 
Hospital is con-
sidering the clo-
sure of its milk 
bank. A commu-
nication from the 
hospital's spokes-
person, Ms. Eliza-
beth Riley, noting 
the reasons for 
-Human Milk Banking Association of North America the closure such 
· · -· · · ... - - as inadequate de-
now and has never been fed formula. I 
am moving to ... in May and am looking 
for contacts or re~ources where I may 
entirely lost during this century. The mand, lack of education on the part 
famous Dionne quintuplets of the of physicians, made the comment: 
1930s owe their survival to "While we ·strongly support 
connect with women who are willing to 
spare some of their milk. If you have any 
suggestion~ please e-mail me." 
-e-mail received by INFACT Canada, 
April 2000 
breastmilk that poured in from across breastfeeding, there is extensive clinical 
Ontario and also the northern bor- research documenting that formula fed 
dering US states. Suspicion of newborns are not disadvantaged in their 
breastmilk, as irrational as that might development and growth in comparison 
be, was given a boost when the Nu- Continued on page 2 
Continued from page 1 
to breastfed babies." 
Claiming equivalence for babies, 
formula fed and breastfed, is a sur-
prising statement from a children's 
heath facility. One wonders why BC 
Children's is ignoring the enormous 
amount of science-based data. Could 
it be the influence of research dollars 
from the formula industry? Ignoring 
Growth Charts 
onitoring growth of infants 
and young children is an 
important public health 
measure. When combined with sup-
porting appropriate nutrition practices 
such as exclusive breastfeeding, timely 
compl~mentary feeding and immuni-
zation against common communicable 
diseases, growth monitoring is a sig-
nificant instrument in the reduction of 
·. -
child mor~lity and illness. Since the 
1970s, the ~ orld Health Organization 
(WHO) has _been recommending that 
the :National Center for Health Statis-
the important question of how to de-
fine exclusive breastfeeding. 
Preliminary results of the WHO 
multi-centred study as part of the pre-
paratory work to set protocols to de-
velop growth charts have now been 
published2• The seven country report -
Australia, Chile, China, Guatemala, In-
dia, Nigeria, Sweden - combines bi-
weekly weights and length ~asure­
ments of 120 infants per:·.iite. iJnfants 
were selected with mOlher; .. Lo' were / ' / ~vv9 ~ 
literate, had ~al !),Utrit~onal status 
and w h~fti teodeKo hie-astfee1t (Qr at 
~ . ,· / ... --·~ 
tics I Cent~rs for Disease Control least/6 .m·o~fhs. 1Jle st_~tist!.cal method · · 
b ref-erred to as. "inµlti~level mo(i~µ~g" 
growtq t"ef~nces e used as intema- was Jsed to" acco~nt for indivicf ti~) and 
tional gro~th standards. These data !" , _. · ,,.. 
11 ct. db tw 1929 d 1975 site specific ~ffects-·6n gfowth:~ liiter-were co e e e een an , .· . J ., • ,. - .-· /"- ~ .. • 
. ... . . . , estmg1y, n~l sile m~t--the requ1(elll:ent durmg a time when breastfeeding was f 1 ,-. b . - _,. f d. -· ,,... ( ~ ....LJ· . ~ . or ex.c us1ve. reast ee tne mt."Utan 
m decline ;and complementary foods . d _,t. ,.. f-· 1,, . .:- -~· ti!!...~_d . . ura ions o exc U?tv.e·· ureas ~ ing 
were introduced at a very early age. 2 th. · -1·' ) f th · d . . were man s or ess or e require 
These data-have been considered un- · · · · f 4 th d ·t th f t . . m1nunum o mon s, esp1 e e ac 
suitable ~ t~ determine the that in three sites complementary feed-
an~hropom~tr1cal status of breastf.ed ing was started after this age. Due to 
children. For example formula fed in- the low level of conformity to the 
fants are known to have higher weights breastfeeding criteria, all babies were 
and are at greater risk for obesity1• Al- included in the results who were 
ternative tothe NCHS references, many breastfed to 12 months of age or lo~ger, 
countries hav~ .developed their own with adjustment for differences accord-
growth standards. ing to breastfeeding practised (exclu-
The WHO has been active now for sive, predominant or partial). 
a number of years in a multi-centred For those watching the results of 
study to develop international growth growth patterns of exclusively 
standards b¥ed on breastfed infants. breastfed infants, this study raises the 
Developing international standards prospect that growth faltering ob-
however is·not an easy task. Much dis- served during the -Sth and .. "6th months 
cussion over the past few years has may be related to the lack of exclusive 
focused on a number of issues: inter- breastfeeding for the recommended 
national versus national standards; the period. •:• 
analytical methods to be used and how References: 
the growth curves ·are to be presented 1. von Kries, R. et al. Breastfeeding and obesity: a 
cross sectional study. BM/ 319:147-150, 1999 
- i.e. as median, as centiles or as stand-
ard deviations; research design is also 
under discussion - should the studies 
be cross-sectional or longitudinal, and 
2. WHO Working Group on the Growth Reference 
Protocol and WHO Task Force on Methods for the 
Natural Regulation of Fertility. Growth patterns of 
breastfed infants in seven countries. Acta Pediatr 
89:215-222, 2000 
; 
the unique requirements of a wide • 
range of high need infants when 
mothers are unable to provide their 
own breastmilk, will certainly cost 
the health care system millions more 
in long term costs, while children and 
their parents suffer the consequences. 
Please also see the INFACT 
Canada Summer 1995 cover story, 
Donor Human Milk Essential Re-
source For High Need Infants. •> 
: 
There is still time to voice your 
objections to the closure. 
> Elisabeth Riley, President 
and CEO: eriley@cw.bc.ca 
> Ron McKerrow, Senior 
Vice-president Professional 
and Corporate Services: 
rmckerrow@cw.be.ca 
> Penny Ballem, Vice-Presi-
dent Women's and Family 
Health Programs: 
pballem@cw.be.ca 
> Lois Hollstedt, Chair, Board 
of Directors: 
lhollsted t@cw.be.ca 
Health Canada 
Exposed 
How is it that Health 
Canada, responsible for the im-
plementation of the Interna-
tional Code of Marketing of 
Breast-Milk Substitutes, is the 
co-sponsor of a pediatric con-
ference together with the manu-
facturers of infant formula? The 
Beyond 2000 Healthy Tomorrows 
for Clzildren and Youth conference 
to be held in Ottawa in June 
lists Abbott Laboratories and 
Mead Johnson as co-sponsors 
together with Health Canada. 
Confidence in Health Cana-
da's will to represent the pub-
lic interest as required by the 
Canada's Health Act is fast 
eroding.+ 
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NEWFOUNDLAND and LABRADOR MIDWIVES ASSOCIATION 
APPLICATION FOR MEMBERSHIP 
2000 
Name: 
-----------------------------------------------------------------------(Print) (Surname) (First Name) 
All Qualifications: --------------------------------------------------------
Full Address: ____________________________________________________________ __ 
Postalcode: ________________ Td~honeNo. ________________________________ __ 
(home) 
Tel~hone No. ---------------------Fax No. --------------------------------
(work) 
E-mail Address: 
---------------------------------------------------------------
Work Address: 
---------------------------------------------------------------
Areawhereworking: ------------------------------------------------------------
Retired: Student: Unemployed: ------------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
r~resentatives to review articles, attend conferences, be on committees). Your name would not be forwarded 
without your consent. 
Provincial: 
-----------------------------------------------------------------
National: 
-------------------------------------------------------------------
International: 
---------------------------------------------------------------
I wish to be a member of the Midwives Association and I enclose a cheque/money order from the post office 
for: $ _____________ _ 
(Cheques/money orders only (no cash) made payable to the Newfoundland and Labrador Midwives 
Association). 
Full membership for midwives is $35.00 (as this includes the Canadian Confederation of Midwives fees which the 
Association has to pay). 
Associate membership for those who are not midwives is $20.00 
Membership for those who are unemployed/retired is $10.00 
Membership for those who are residing outside of Canada $45.00 (to cover the cost of the extra postage). 
Signed:------------------ Date: 
--------------
Return to: Pamela Browne, P.O. Box 112, Station A, Goose Bay, Labrador AOP ISO 
'i 
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